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Abstract 
As obesity prevalence continues to rise, approximately one third of patients seen by Australian 
general practitioners (GPs) are living with obesity.  General practice is the cornerstone of primary 
care in Australia with 85% of the population seeing a GP at least annually. The current role of the GP 
in obesity management focuses on care co-ordination with guidelines encouraging the referral of 
patients to allied health services, including dietitians and exercise physiologists. But multi-
disciplinary team care is not always available due to factors such as location and cost, or patients 
may have a preference for working more closely with their GP. Currently there are no weight 
management programs where care is delivered by a GP. This doctoral work explores the current role 
of the GP in obesity management in Australia, outlines an intervention development study for a GP-
delivered weight management program, and presents the findings of a feasibility trial of the 
program.  
Following the UK Medical Research Council’s Guidelines for the Development of a Complex 
Intervention, a GP-delivered weight management program was developed. The draft program was 
based on Australian evidence-based guidelines for obesity management and used a qualitative 
approach to engage stakeholders to refine the program materials.  
Following this intervention development, a six-month feasibility trial was undertaken in five general 
practices involving 11 GPs and 23 patients. Guided by Normalisation Process Theory, both 
quantitative and qualitative data were collected.  Both GPs and patients reported high rates of 
acceptability and feasibility, and there was a low dropout rate with only three patients withdrawing. 
Based on the theoretical framework of Bordin, patients and GPs with a strong therapeutic alliance 
had better program retention and there was a trend to improvement in some health outcomes. 
Social cognitive theory suggests that “performance mastery” is the most effective way to develop 
self-efficacy. This was demonstrated in the feasibility trial with both qualitative and quantitative data 
showing the GPs improved self-efficacy for obesity management.  
Based on the findings in the feasibility trial, a modified approach to obesity management in primary 
care is suggested with a greater emphasis on therapeutic relationship, person-centredness, and the 
explicit recognition that care occurs over time and not within one consultation. A GP-delivered 
weight management program in Australia was demonstrated to be feasible and acceptable to both 
patients and their GPs. Future research will focus on a pseudo-cluster randomised controlled trial for 
effectiveness, alongside further development of a measure for therapeutic alliance in general 
practice for research, teaching, and clinical purposes. 
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Preface 
Sandy1 was a 35 year old woman and the primary carer of her two sons aged six and three. She 
worked part time in a government policy role and her husband worked full time at the local 
University. She was in good health and enjoyed her time at home and work. I had been her general 
practitioner (GP) in a suburban clinic for about two years and had seen her mostly during 
consultations for her children with acute illnesses. 
She presented to me one day concerned about her increasing weight. Since the birth of her last child 
she had gained about 15 kilograms and was struggling to work out why. After a thorough history and 
assessment, we concluded that a change in her lifestyle would be beneficial. As per the Australian 
guidelines for best practice, I suggested she see a dietitian. But Sandy asked, 
“Is there anything you can do for me as my GP?” 
I suggested she come and see me in about one month to be re-weighed and we could go from there. 
I felt I had nothing else to offer her. It was this question from my patient that prompted this doctoral 
work. 
 
About me 
I am a clinical GP and I completed my specialist training with the Royal Australian College of General 
Practitioners in 2012. I was fortunate to be trained by highly skilled and effective GPs and I continue 
to enjoy my clinical work. I have worked with some patients in my clinic on weight management, but 
it has never been a major part of my clinical load. I have previously worked as a forensic physician 
and was inducted into the Royal Australasian College of Pathologists as a forensic physician. I no 
longer continue this work. I have never personally accepted any donations or support from 
pharmaceutical or surgical device companies. 
Before I started this doctoral work, I understood obesity through the medical lens of my training – 
that “eat less, move more” was a good model for management, and that with the right individual 
choices, obesity could be reversed. But patient feedback in both my clinical and research work has 
made me more reflective about the causes and realities of obesity. I have learnt more about the 
biology of weight, and why it is difficult to lose weight and maintain weight loss from a biological 
                                                             
1 This is an amalgamated case of patients I have seen within my clinical general practice. 
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perspective. I have come to understand the influence of our lived environment on the choices that 
we make in our day to day lives, as well as the biological drivers that influence choice. I have started 
to appreciate the negative influence of shame and stigma that worsen outcomes for people living 
with obesity. I now understand obesity to be a chronic disease with distinct biological changes that is 
best managed in a person-centred way as part of holistic general practice care.  
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Chapter 1 
Introduction 
Definition of obesity 
Obesity has been an Australian national health priority since 2008.1 Approximately one-third of the 
adult population has a body weight that meets the criteria for obesity.2 The Body Mass Index (BMI) is 
a person’s weight in kilograms, divided by their height, in metres squared.3 The BMI is a useful 
measure to determine population risk for weight-related chronic disease, but for an individual it 
must be adjusted for muscle mass and ethnicity.3 Since 2000 the World Health Organisation has 
defined obesity as a high body weight that impairs the health of the individual.4 For an individual, a 
high body weight is not enough to diagnose obesity and the person must also have impaired health 
related to the body weight.5 
The human race consists of people with widely varying body shapes and sizes, and simply having a 
high body weight is not a health issue.6 Depending on a person’s genetic make-up, their ethnicity, 
and in-utero exposures, their normal body habitus will vary within a healthy range specific to them. 
In some people the accumulation of body fat, particularly in the mid-section of the body around the 
abdomen, increases their risk for developing chronic disease like diabetes and cardiovascular 
disease.4-6 Over time if a person maintains a higher level of excess body fat, it is theorised that the 
hormonal system controlling insulin levels, feeling of satiety, and basal metabolic rate, can shift to 
reset to support this higher body weight.7 This reset in the hormonal system leads to extreme 
difficulty in reducing body weight.8 This is demonstrated by epidemiological data from the UK, where 
an individual with a BMI greater than 30 rarely returns to a body weight within a healthy weight 
range.9 
 
Obesity and health risk 
Patients with obesity, that is people with a high body weight that is impairing their health, have a 
higher risk of developing chronic disease and associated morbidity.10-13 The Edmonton Obesity 
Severity Scale (EOSS) is a useful clinical tool for estimating the risk to a person’s health associated 
with obesity.14 The scale ranges from 0, where there are no impacts on the persons physical or 
mental health from obesity, through to stage 4 where there are life-limiting, end stage complications 
of obesity.14 The EOSS predicts an individual’s mortality risk, whereas the BMI in isolation does 
not.5,14 To improve the health outcomes of patients with obesity, those at a higher EOSS stage 
should be assisted to reduce their longer term morbidity and mortality risk. It is only those patients 
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who are experiencing adverse physical or mental health effects associated with their weight that will 
benefit from reducing their body weight.5,6,14 
Conversely, the health of an individual can be improved even when their body weight does not 
change. For example, cardiovascular fitness,15-17 mental health,18 and musculoskeletal condition,19 
are all improved with an increase in physical activity, with the biggest health gain seen in sedentary 
people who start to do small amounts of exercise.20,21 Regardless of body weight, people can 
become healthier by improving the quality of their nutrition,22,23 and increasing their physical activity 
levels.20 These lifestyle changes continue to form the foundation for all management options for 
obesity.2424 Even after bariatric surgery, nutrition quality and physical activity are important for the 
success of the treatment.25 
 
Current treatment for obesity 
The advice for all patients living with obesity is to eat a healthy nutritious diet and have an active 
lifestyle.3 Even in patients who also require more intensive treatments, such as medication or 
bariatric surgery, the enhancement of their nutrition and physical activity levels is helpful. Lifestyle 
enhancements are supported through behavioural techniques such as goal setting, self-monitoring, 
stimulus control, cognitive restructuring, problem solving, and mindfulness.3 With lifestyle 
enhancement, expected weight loss is 5 to 10% of body weight which is associated with 
improvements in overall health.24 
This thesis will focus on the nutrition, physical activity, and behavioural support components of 
obesity management which are fundamental to all successful strategies. 
The most common consultation framework that is used to support lifestyle changes is the “5As” of 
obesity management.26 This framework was originally developed by the United States Preventive 
Services Task Force to assist practitioners with patients who wished to cease smoking.27 The “5As” 
are slightly different across the world and in Australia they stand for: Ask, Assess, Advise/Agree, 
Assist, Arrange.28 The framework suggests the steps that a practitioner can work through in a 
consultation to develop a management plan for a patient living with obesity. The framework has 
been applied extensively in the obesity literature, in particular the work originating from North 
America.29-31 The potential limitations of the 5As will be further discussed in Chapter 7 where an 
alternative approach to the consultation is proposed.  
The gold standard for obesity management is via an interdisciplinary team that usually involves a 
person’s regular practitioner (in Australia this is usually a GP), a dietitian, and potentially other allied 
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health professionals such as exercise physiologists, physiotherapists, and psychologists.3 The regular 
practitioner would play the role of care co-ordinator and refer the person to the services most 
appropriate to them.3 The person may attend individual sessions, or therapy offered in a group 
setting.24 Some practitioners discuss the option of a commercial weight management program with 
their patient.3 Large urban centres in Australia usually have tertiary bariatric clinics that are generally 
focused on preparing people for bariatric surgery.32 Overall in Australia, most bariatric surgery is 
done in the private healthcare system with very little surgery funded in the public system.33 
Nurses in general practice are involved in the management of chronic health conditions such as 
diabetes and asthma.34 The British “Counterweight” program for weight management is delivered by 
nurses in the general practice setting, however there have been no randomised trials for this 
approach35 and there are varying reports of success when the primary outcome of interest is 
weight.36 Nurses were studied when they delivered the “General Practice” arm of an eight arm study 
of obesity management in the UK, and were not found to be effective on weight loss.36 The role of 
the nurse in general practice continues to be explored in other research programs with the 
Counterweight program being investigated by a team from the University of New South Wales.37 
This doctoral work will not replicate this work, and instead will focus on the potential role of the GP 
to add to the knowledge base of primary care. 
The role of primary care in the delivery of behavioural interventions for obesity has been explored 
and in a meta-analysis from 2014 was found to have a null effect.38 However, of the five trials 
included in this meta-analysis, the GP was involved in delivering the intervention in only one study 
from Switzerland.39 In this study, the GP delivered a group based program alongside allied health 
professionals.39 This Swiss study was also the only one that was effective for weight loss, although 
the authors of the meta-analysis reported a high risk of bias due to unclear randomisation processes 
in the study.38,39 
In recent times the provider-patient relationship has been found to be important to patient 
satisfaction in obesity management trials.40 In the general literature, the strength of the patient-
clinician relationship was found to be associated with health outcomes in a meta-analysis of trials in 
general healthcare.41 Furthermore a one-off brief intervention for smoking cessation from a trusted 
GP was found to be as effective as multiple sessions of intensive counselling from a practice nurse.42 
In the US the density of primary care physician availability between counties was inversely 
associated with the prevalence of obesity.43 As lifestyle change is essential to improving outcomes 
for patients living with obesity, is it possible that the GP-patient relationship is a missing link in the 
currently available primary care programs? 
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Barriers to current treatment 
There are many reasons why people living with obesity have trouble accessing currently available 
treatments. It is known that in rural settings there is less availability of allied health services and 
patients may have to travel extensive distances to access care.44 Under the Australian universal 
healthcare system, patients can access unlimited visits with a GP and most GP services are provided 
at no cost at the point of care.45 Whereas allied health services are only funded for up to five visits 
per annum for patients with chronic disease.45 This can make cost an issue for patients, especially for 
those living in poverty.46 The burden of time spent in healthcare for patients with chronic disease is 
significant and accessing a variety of different practitioners, in different settings, can add to this 
burden.47,48 These barriers make it necessary to look for alternative options to care for affected 
patients. The barriers to primary care obesity management will be explored further in Chapter 2b). 
Additionally, there are many studies on how GPs perceive managing obesity. Most studies confirm 
that GPs believe that they do have a role in managing patients with obesity.49 When questioned 
about barriers to GPs providing care, common themes include a lack of confidence and self-efficacy 
for providing management, patients disinterest in weight management, limited resource availability, 
and resistance against community norms of weight.33,49,50 The development of a weight management 
program for use in general practice could allay some of these barriers, particularly those related to 
low self-efficacy (“professional self-efficacy” is discussed in Chapter 6). 
Weight related stigma is the unfair treatment of people living with obesity and is a universal 
phenomenon in developed countries.51-53 Outcomes of this stigma include poor experiences during 
interactions with healthcare providers, reduced job and promotion opportunities, verbal harassment 
and bullying, and even physical assault.54,55 The effects of this in healthcare have included patients 
avoiding health visits due to fear of being lectured or shamed.56 It is found that people who feel 
stigmatised about their weight have steeper weight gain trajectories, and higher overall body 
weight.55 Factors related to stigma contribute to worse health outcomes for people living with 
obesity.57 
Having a general practice workforce that is skilled in managing obesity may help to reduce weight 
related stigma.58 Firstly, patients attend their GP for many different health conditions and the GP has 
the opportunity to embed weight management within care for other problems.59 Secondly, being 
cared for by a GP that cares for you holistically and is aware of your social context, could reduce the 
weight related stigma in providing care for people with obesity.60 Person-centred care will be 
explored further in Chapters 2b) and 7. 
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Theory informed obesity interventions 
Commonly, primary care research does not explicitly state the theory that informed the 
development and implementation of an intervention.61 This is also true in obesity research – a 
systematic review of physical activity for people with obesity found that one-third of the 
interventions had no reference to any theoretical basis.62 The most common theories used in obesity 
research are Social Cognitive Theory and the Transtheoretical Model which are used to explain 
individual behaviour change – both will be described in Chapter 3. The Theory of Planned Behaviour 
has also been used, however it is becoming a contested theory as it places strong emphasis on 
rational decision making, and individual choice.63 For progress in obesity interventions, a strong 
theoretical basis for intervention development is essential (MRC). 
 
What is a General Practitioner? 
In Australia, a general practitioner (GP) is a medical doctor who has undertaken specialty post-
vocational training in family medicine. General practice became a college-based medical specialty in 
1958, but was not formally recognised as a specialty by the Australian Federal Government until 
1996.64 Between 1989 and 1995 doctors who had been working in the community as a GP could be 
“grandfathered” into the college.64 Since 1989 Medicare, the Australian universal healthcare system, 
pays doctors recognised as specialist GPs a higher rate than those who are not.6560 Doctors who did 
not meet the grandfathering criteria, and those that graduated after this time, were required to 
complete specialty training in general practice to be able to have access to the higher rebate 
amounts through Medicare.65 
In Australia the term “GP” is not protected and it is possible for doctors without specialty training to 
refer to themselves as a “GP” and practice under this banner. There are approximately 4 000 doctors 
currently working in Australia as “non- vocationally registered GPs”.66 They include doctors who have 
been working for decades but did not complete the grandfathering process, doctors who have been 
trained overseas, and locally trained doctors who have not completed specialty training. Only 
doctors with specialty training in general practice can register with the national medical board as a 
specialist in general practice. In this thesis, “GPs” refers to doctors with specialty training in general 
practice. 
General practice is based on five fundamental pillars that have been defined through the work of 
primary care research.67 General practice is: 
- The first point of care in the health system; 
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- Delivered in a continuous fashion to the person over time; 
- The provision of whole person care - where all disease states are cared for regardless of the 
body system affected; 
- Provided in a person-centred manner taking into account the beliefs, values, and goals of the 
individual within their family and community 
- The central co-ordination point within the healthcare system.60,67,68 
In Australia the majority of GPs work in practices that are either privately owned, or owned by 
corporate entities.69 The average number of full time equivalent GPs per practice is 5.5 which 
consists of, on average, 7.5 individual practitioners.69 In 2015-16, 84% of general practices had a 
practice nurse within their facility and 60% had a co-located psychologist.69 On average, there are 
0.3 full time equivalent nurses for every full time GP. There continues to be a small number of GPs 
who are working in practices without nursing or allied health support, and for those with nursing 
support the number of nursing hours offered per week are far fewer than GP hours.69 
 
General Practitioners managing obesity 
Cross sectional data documenting GP visits in Australia show that 8 per 1 000 patient visits are coded 
as being related to obesity.69 As obesity management is often embedded within consultations about 
diabetes, cardiovascular disease, and osteoarthritis59 this is likely to be an underestimate of the 
number of visits that involve a discussion about healthy lifestyles. It is also shown in this data that 
25% of patient visits about obesity are referred to allied health providers, which makes it the most 
referred chronic health condition within the general practice setting.69 This suggests that GPs are 
already following current guidelines to refer to allied health whenever possible.3 
Both in Australia and internationally the low confidence of GPs in managing patients with obesity is 
well documented.70 Reported barriers to care include previous poor experience with patient 
outcomes, a lack of time available in consultation, a perception of futility in managing obesity, and a 
general sense that patients are not motivated to change behaviour.58,70 Obesity is a difficult 
condition to manage with issues of stigmatisation, chronicity, and multi-factorial causes all part of a 
typical patient case.58 Nevertheless, as expert generalists, GPs have the required skillset for the 
holistic management of obesity.58,71-73 
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The possible strengths of general practice for obesity management 
General practice has strengths that could be applied to obesity care, as at the heart of general 
practice is expert generalism. Expert generalism is the ability to manage the health of a person, no 
matter what condition they are dealing with, encompassing all body systems and stages of life, 
whilst taking into account the beliefs and values of the person, and understanding the family and 
community within which they live.71 Expert generalist care is cost effective, reduces fragmentation 
within the health system, and is particularly useful for conditions where uncertainty in diagnosis 
and/or prognosis is a problem.72 Obesity fits these criteria as it is a condition that affects multiple 
body systems, as well as the health of families and communities. From a theoretical framework it 
would seem GPs are well placed to partake in the management of obesity. The role of the GP is 
being increasingly recognised in the Australian literature as more patients have this chronic health 
problem.58 Furthermore, as obesity is a chronic condition it fits within the framework for chronic 
disease care that lies mostly with general practice.74,75 
 
Why do we need to know about the role of the GP? 
There is increasing evidence that interdisciplinary team care in the management of chronic disease 
leads to superior outcomes for patients.76 This is reflected in many guidelines for the management of 
obesity in primary care where the GP is the co-coordinator of care and the patient is managed by 
allied health professionals such as dietitians and exercise physiologists.3 But there are many 
circumstances where interdisciplinary care may not be possible or in line with the patient’s wishes. 
For example 31% of the Australian population live in inner regional, rural, and remote areas where 
allied health services are harder to access.44 Additionally, allied health care is not funded to the same 
extent as GP visits, so patients may not be able to afford the added cost of seeking team based 
care.45,46 And finally, as seen in a cross sectional survey of Australian general practice in New South 
Wales, patients may have a preference for working with their GP on issues to do with their obesity.77 
Although this thesis focuses on the role of the GP in obesity care, it is not seeking to declare that GPs 
will be able to “fix” the obesity crisis that is facing Australia. The research questions for this thesis 
are: 
1. If a patient presents requesting their GP’s assistance with weight management, is it 
acceptable and feasible for the GP to manage their care? 
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2. If a patient has a weight related issue, and there are no allied health services available to the 
patient due to either cost or location, is it feasible for the GP to assist with weight 
management? 
Currently in Australia there are no weight management programs that can be delivered by a GP 
within their rooms. There are GPs across Australia who have implemented different options within 
their own practice,78 but as yet nothing is offered at scale or recommended by the Royal Australian 
College of General Practitioners. If GP care alone is not acceptable nor feasible for weight 
management, then we should not offer this to our patients. But if GP care can offer assistance to 
patients under certain conditions, a program that could be implemented nationally could be of great 
benefit. 
The obesity literature firmly acknowledges that lifestyle behaviour change is helpful for the health of 
people living with obesity and that improved nutrition and physical activity underpin every 
management option for obesity. Using their skills in expert generalism, GPs are helpful in chronic 
disease management, and additionally some patients want to work with their GP on weight 
management. The low confidence of GPs throughout the world in the management of obesity is well 
documented and the need for better supports for general practice in this area is recognised.  
This thesis works to fill the gap of in-consultation general practice supports for the management of 
patients living with obesity. In Chapter 2 we commence with a narrative review on current practice 
and the potential strengths of general practice for obesity care, followed by a scoping review 
examining the current literature on the management of obesity in primary care. Chapter 3 outlines 
the theoretical frameworks that have guided the thesis. The intervention development study, that 
produced the GP-delivered weight management program (The Change Program), is described in 
Chapter 4. Chapters 5 and 6 outline the results of the feasibility study of The Change Program with a 
focus on the self-efficacy of GPs for weight management. Chapter 7 proposes a modification to the 
5As framework that currently informs primary care management of obesity to emphasise the 
importance of therapeutic alliance, person-centredness, and continuity of care. And Chapter 8 
describes the application of a measurement of therapeutic alliance from psychology in the feasibility 
trial that showed a trend towards better engagement and some health outcomes in doctor-patient 
dyads where the alliance was strong. The final Chapter 9 summarises the overall aims, outcomes, 
and discoveries of this doctoral work. 
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Chapter 2 
The role of the general practitioner in adult obesity management – a narrative review and scoping 
review 
 
Chapter 2 outlines how the literature was used to inform this doctoral work. This chapter is 
composed of two parts: 
a) A scoping review that examines the literature involving GPs in the management of adults 
with obesity. Initially, a systematic review of randomised controlled trials found only one 
study that involved a family doctor or GP in the delivery of the intervention1. Our search 
strategy was then broadened using a scoping strategy to further explore this substantial gap 
in the literature. The protocol for the scoping review was published prospectively and is 
presented in part i). “Family doctor” was the term used to describe a GP in this work to best 
cover evidence from across the world, including North America.  
Part ii) presents the results of the scoping review that covered all literature involving a GP, 
or family doctor, in obesity management. This scoping review demonstrated that GPs are 
rarely used in the delivery of interventions for obesity in primary care. Further, there is a 
mismatch between the description of how guidelines describe obesity management, and 
what is being research in the academic space.   
b) A narrative review that concentrates on the role that GPs currently play in Australia in the 
management of adults with obesity. It synthesises the literature on obesity management in 
primary care, expert generalism that underpins general practice, person-centred care and its 
benefits, and finally the interaction between general practice and public health policy.   The 
paper focuses on the strengths of general practice that could bring benefit to obesity care. A 
case is made for the increased involvement of GPs in the management of patients with 
obesity. 
 
Reference 
Sturgiss E, Douglas K, Res S, Stevenson A, Kathage R. Treating overweight and obese adults in 
General Practice – A systematic review. Obesity Research & Clinical Practice, 2014; 8:97-8. 
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Chapter 2a) 
i)  The role of the family doctor in the management of adults who are obese: a scoping review 
protocol. 
Reference: Sturgiss EA, Elmitt N, van Weel C, Haesler E, Sargent G, Stevenson A, Harris M, Douglas K. 
The role of the family doctor in the management of adults who are obese: a scoping review protocol. 
SpringerPlus 2015;4:820 doi: 10.1186/s40064-015-1647-6. 
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STUDY PROTOCOL
The role of the family doctor in the 
management of adults who are obese:  
a scoping review protocol
Elizabeth Ann Sturgiss1*, Nicholas Elmitt1, Chris van Weel2,3, Emily Haesler1, Ginny Sargent4, Alex Stevenson1, 
Mark Harris5 and Kirsty Douglas1
Abstract 
Background: The role of family doctors in the management of obesity in primary care will become increasingly 
important as more of the adult population become overweight or obese. Having a solid understanding of the family 
doctor’s role as a sole practitioner is important for supporting practitioners in providing patient care and for informing 
future research.
Objective: The purpose of this paper is to describe a protocol for a scoping review that aims to examine and map 
the current research base for the role of the family doctor in managing adults who are overweight or obese.
Methods: This scoping review is based on the methodology as described by the Joanna Briggs Institute which 
involves final consultation with stakeholders. Two reviewers (ES, NE) will be responsible for the iterative development 
of a search strategy based on the basic initial search terms obesity, doctor and primary care. Black and grey literature 
will be searched to elucidate any manuscripts involving the family doctor in the management of adults who are over‑
weight or obese. A customised data extraction tool will be used to collect relevant items from each manuscript.
Results: Data extraction will expose the role family doctors are playing in obesity management in all stages of 
research including recruitment, intervention or as a control group. By looking at a broad scope of manuscripts we will 
discover the family doctor’s role as portrayed in research, in international guidelines and by peak bodies. We will also 
determine if there are any gaps in the research base.
Conclusion: This protocol describes a scoping review that will illustrate the supporting international research for the 
role family doctors are playing in the management of adults who are overweight or obese. Scoping of the interna‑
tional literature will then be translated for Australian primary care.
Keywords: Obesity, Overweight, Adults, Primary care, General practitioner, Family doctor, Primary care physician
© 2015 Sturgiss et al. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License 
(http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium, 
provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, 
and indicate if changes were made.
Background
The proportion of overweight and obese patients seen in 
general practice in Australia has steadily increased since 
1998. The prevalence of overweight and obese patients 
increased from 51.8  % (95  % CI 51.2–52.4) in 1998–00 
to 58.8  % (95  % CI 58.2–59.5) in 2006–08. It has been 
estimated from this data that approximately 3 million 
patients who presented to their GP from 2006–08 were 
overweight or obese (Valenti 2009).
GPs are usually the first point of care in the Austral-
ian health care system. GPs may identify patients who 
are overweight and not aware, or may be approached 
by patients for assistance in losing weight. A survey 
of patients in five NSW practices found that patients 
identified GPs as having a role is assisting with weight 
management and 78  % of patients were keen to be reg-
ularly reviewed by their GP for weight management 
(Tan et  al. 2006). There is acknowledgement that GPs 
could be doing more for their patients who are obese 
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and additional supports are needed for them to do this 
(Jansen et al. 2015; Bennett et al. 2015).
This scoping review aims to identify the role of the fam-
ily doctor in obesity management by evaluating the current 
international evidence. It stems from an attempt to per-
form a systematic review of randomised controlled trials 
that found only one international trial in which family doc-
tors were the sole practitioner in the intervention (Martin 
et al. 2006). This broader review aims to determine if this 
was because randomised controlled trials are not being 
used to assess the role of the family doctor as a sole prac-
titioner in obesity, or if family doctors as sole practitioners 
are not being used in interventions for adults with obesity 
at all. Once the international literature has been evaluated 
in this scoping review, we will then translate the evidence 
found for the Australian primary care context.
Current obesity management guidelines strongly rec-
ommend the referral of patients to a multidisciplinary 
team that may include a dietician, exercise physiolo-
gist, psychologist, physiotherapist or others depending 
on the needs of the patient (National Health and Medi-
cal Research Council 2013). In some circumstances this 
multidisciplinary care is not available (e.g. in rural and 
remote areas), is out of cost range for the patient (Pearce-
Brown et  al. 2011), involves a long waiting list or is 
declined by the patient (Tan et al. 2006).
Every health professional should have a clear under-
standing of their role in the management of adults who 
are overweight or obese. Helping family doctors to under-
stand what the evidence is for their role allows more open 
and accurate discussions with patients around possible 
management options. If the best option according to cur-
rent guidelines is not available to the patient for whatever 
reason, the family doctor and patient can then make an 
evidence based plan for alternative management.
Primary care is defined as that which is accessible as 
a first entry point into the healthcare system, provides 
co-ordinated, whole person and longitudinal care that is 
person-centred (Reeve et  al. 2013; van Weel 2014). Per-
son-centredness is defined as the treatment of a patient 
taking into account their physical health, mental health 
and social situation. What the patient values and desires 
for their health remains central to any defined treatment 
or management process (Reeve et al. 2013).
Family doctors are known by different terms through-
out the world including general practitioners (UK, Aus-
tralia and New Zealand), primary care physician (USA 
and Canada), family physician or family doctor (USA). 
They are medical doctors who are trained to have expert 
generalist skills in patient management (“expert general-
ist”). In most countries they require extra training above 
their basic medical degree. The defining feature of an 
expert generalist is their ability to provide whole-person 
care and to do this in the context of person-centredness. 
This translates to being a doctor that can manage all dis-
ease and health concerns no matter what body system is 
affected and being able to do this taking into account the 
wishes and values of the person at the centre of the man-
agement plan (Reeve et al. 2013).
Current systematic reviews of obesity management in 
adults in primary care do not determine the impact of the 
different health professionals involved in the intervention 
(Reeve et al. 2013; Tsai and Wadden 2009; Flodgren et al. 
2010). This is important for three reasons:
1. The magnitude of effect of the role of any particular 
health professional has not been determined
2. As family doctors we cannot assess what specific role 
we may play if multidisciplinary management is not 
possible
3. The generalist expertise of the family doctor is not 
captured and we lose any insight into the effective-
ness of this non-fragmented care.
This broad scoping review allows us to synthesise and 
map the current evidence base for the involvement of 
the family doctor in obesity management and therefore 
identify any gaps.
It is well known that existing interventions do not 
lead to sustained weight loss in the majority of individ-
uals (Fildes et  al. 2015). In fact less than 1  % of obese 
individuals were found to return to normal weight in 
a cohort study from the UK (Fildes et  al. 2015). For 
policy makers who are involved in decisions related to 
obesity management in primary care it is important to 
fully understand the current evidence base for inter-
ventions. By broadening our knowledge on the way 
interventions are currently working we can try to find 
the “missing link” that may make future interventions 
more successful.
Our scoping review questions are:
 – What supporting evidence do we have for role family 
doctors play in obesity management for adults in pri-
mary care?
  – What is the role of the family doctor in managing obe-
sity as a primary risk as supported by the evidence 
base?
 – What do primary care guidelines say about the role of 
the family doctor? What do peak bodies say about the 
role of the family doctor? Are these both in line with 
what is conveyed by current research?
We have searched for similar scoping reviews looking 
specifically at the role of the family doctor in managing 
adults who are overweight or obese and none exist to our 
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knowledge (databases searched JBISRIR, Cochrane Data-
base of Systematic Reviews, CINAHL, PubMed, EPPI). 
A realist review protocol has been published that will 
review how doctors identify and refer patients who are 
obese (Blane et al. 2015) but our review will use a differ-
ent methodology and focus on the role of the family doc-
tor in the management process.
Methods
Inclusion criteria
Types of participants
This scoping review will consider any manuscripts that 
discuss the provision of primary health care for adults 
(18  years +) who have a BMI of greater than 25 (over-
weight or obese).
Concept
Any manuscripts that involve the family doctor in obesity 
management will be considered including any interven-
tions or discussions of their role. In an intervention trial 
all stages of family doctor involvement will be accepted 
whether that be in the recruitment phase, the inter-
vention itself or as a control. This will be regardless of 
whether or not other health professionals or lay people 
are involved.
Context
This scoping review will consider manuscripts that 
involve a primary care setting whether in the recruitment 
phase or during the intervention phase.
Types of sources
All sources of information will be included including 
studies published in peer-reviewed publication (black lit-
erature) and non-peer-reviewed (grey) literature. In the 
grey literature we will search specifically for international 
guidelines and announcements from peak bodies.
Exclusion criteria
  – Complete text in languages other than English (trans-
lated abstracts will be assessed)
  – Exclude studies of children (under the age of 18 years) 
and family interventions where the primary target of 
the intervention is the child
  – Exclude if participants recruited/treated only in a ter-
tiary facility
  – No publication date exclusion; no type of manuscript 
excluded.
Search strategy
Our search strategy will involve three steps as described 
by the Joanna Briggs Institute methodology for scoping 
reviews (The Joanna Briggs Institute 2015).
1. An initial limited search of two databases (Medline, 
CINAHL) with “[(obesity) and doctor] and primary 
care” will be performed.
a. We will analyse the text words in title, abstract 
and index terms of relevant studies found to com-
pile a list of relevant search terms.
2. Then using all identified keywords and index terms 
we will search across all of the following databases:
a. Medline, CINAHL, Cochrane, PsycInfo, DARE, 
Scopus
b. New York Academy of Medicine Grey Literature 
Report, Open Grey
c. International guidelines for primary care via the 
World Organisation of National Colleges, Acad-
emies and Academics Associations of General 
Practitioners and via national primary care col-
leges’ websites (English and non-English speak-
ing—Australia, UK, USA, New Zealand, The 
Netherlands, Denmark, Finland, Estonia, Slovenia, 
Belgium, Spain and Portugal).
3. Finally we will search the reference lists of all identi-
fied material to identify further material of relevance.
 We will contact authors of primary studies or reviews 
for further information as appropriate.
Lists of articles will managed with reference software 
and duplications will be removed. The title, abstracts 
and keywords of all articles will then be reviewed by two 
independent reviewers (LS, NE) to determine whether 
they meet our inclusion criteria. In cases of uncertainty 
the entire article will be reviewed and in cases of disa-
greement a third author (KD) will be consulted.
We will then review the full publication for any articles 
that meet our inclusion criteria.
Assessment of methodological quality
A formal assessment of methodological quality is not a 
typical feature of a scoping review. No formal assessment 
of quality will be included in our scoping review.
Extraction of the results
Data will be extracted using a customised data extrac-
tion form based on the TIDieR framework (Hoffmann 
et al. 2014) that will trialled between the two reviewers 
prior to full data extraction. The data extraction will be 
modified as needed for different manuscript types (e.g. 
research, opinion, guidelines). The two reviewers will 
then extract the data independently with any conflict 
being resolved with discussion with a third reviewer. 
The data extraction form will contain the following 
information: 
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 1. Author
 2. Year of publication
 3. Country of origin
 4. Aim of the research as described by the authors
 5. Population and sample size, including any co-mor-
bidities
 6. Methodology
 7. Intervention/comparator (if applicable)
 8. Duration of intervention (if applicable)
 9. Outcomes and how these were measured
 10. Key findings as applicable to this scoping review:
a. In what way was primary care involved (recruit-
ment/intervention/control/other)?
b. How was a doctor involved? (recruitment/inter-
vention/control/other)?
c. What skills were required of the family doctor? 
(identification/nutrition/physical activity/behav-
ioural intervention/medication/other)
d. Did the intervention meet the definition of pri-
mary care:
i. first point of entry? (the patient could access 
this service without a specific referral)
ii. whole person case? (is the health of the per-
son as whole considered?)
iii. person centred care? (are the values and 
beliefs of the patient taken into account in 
the context of their physical, mental and 
spiritual health?)
iv. longitudinal? (is this delivered in a fashion 
that could be continuous, or intersect with 
continuous care?).
As is customary with scoping reviews, the data extrac-
tion template will be reviewed as necessary as the data 
extraction proceeds. This will be determined during 
weekly meetings of the two reviewers.
Presentation of the results
The results of our search strategy will be presented as 
a PRISMA flow diagram as per convention. The data 
extraction will be presented as a table with the follow-
ing headings which may be refined as the scoping review 
proceeds: Year, Country, Aim(s), Methodology, Interven-
tion, Family Doctor’s Role.
A narrative synthesis of the included studies will allow 
for direct discussion of the scoping review objectives. We 
will identify any gaps in the literature and discuss any 
implications for practice or future research.
Consultation
Our results will be presented to local Australian stake-
holders to assess whether the findings resonate with 
what they know and experience of primary care weight 
management programs. This will be done via a public 
forum where the results will be presented and a discus-
sion panel involving our research team will be conducted. 
Stakeholders who will be specifically invited will include 
local GPs and primary care nurses, academic GPs, policy 
makers and tertiary weight management clinicians. After 
the forum an opportunity to give direct feedback to the 
research team via email will be given. This will also facili-
tate knowledge exchange between clinicians and policy 
makers in the area of obesity in primary care.
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Research
AbstrACt
Objectives Obesity management is an important issue 
for the international primary care community. This scoping 
review examines the literature describing the role of 
the family doctor in managing adults with obesity. The 
methods were prospectively published and followed 
Joanna Briggs Institute methodology.
setting Primary care. Adult patients.
Included papers Peer-reviewed and grey literature with 
the keywords obesity, primary care and family doctors. 
All literature published up to September 2015. 3294 non-
duplicate papers were identified and 225 articles included 
after full-text review.
Primary and secondary outcome measures Data were 
extracted on the family doctors’ involvement in different 
aspects of management, and whether whole person and 
person-centred care were explicitly mentioned.
results 110 papers described interventions in 
primary care and family doctors were always involved 
in diagnosing obesity and often in recruitment of 
participants. A clear description of the provider involved 
in an intervention was often lacking. It was difficult to 
determine if interventions took account of whole person 
and person-centredness. Most opinion papers and clinical 
overviews described an extensive role for the family 
doctor in management; in contrast, research on current 
practices depicted obesity as undermanaged by family 
doctors. International guidelines varied in their description 
of the role of the family doctor with a more extensive 
role suggested by guidelines from family medicine 
organisations.
Conclusions There is a disconnect between how family 
doctors are involved in primary care interventions, the 
message in clinical overviews and opinion papers, and 
observed current practice of family doctors. The role of 
family doctors in international guidelines for obesity may 
reflect the strength of primary care in the originating 
health system. Reporting of primary care interventions 
could be improved by enhanced descriptions of the 
providers involved and explanation of how the pillars of 
primary care are used in intervention development.
IntrOduCtIOn
Obesity is recognised as a risk factor for the 
development of chronic disease and is often 
comorbid with diseases such as diabetes, 
osteoarthritis, cardiovascular disease and 
depression.1 As such, obesity is a condition 
that is commonly associated with a larger set 
of health issues encountered by an individual. 
As in all cases of multimorbidity, a person’s 
care will benefit from the coordinated and 
continuous care offered by an interdisci-
plinary team in primary care.2 3 By exploring 
the role of the family doctor, we are not 
questioning the importance of team-based 
care. Instead, we aim to explore how family 
doctors are represented in the broad litera-
ture to further understand the profession’s 
role. This understanding is important when 
interdisciplinary teams are not accessible 
(eg, rural location), affordable (eg, health 
insurance differentials) or part of the 
patient’s preference for care.4–6 Thus, the 
literature that focuses on the management 
of adults with obesity by the family doctor is 
important to understand.
With the rising numbers of adults living with 
obesity and related chronic diseases, there is 
an increasing demand from health systems 
for primary care, and family doctors in partic-
ular, to identify and manage this as a chronic 
condition.6 With this changing landscape, it 
was anticipated that the academic literature 
would explore the effectiveness of primary 
strengths and limitations of this study
 ► The protocol for this scoping review was prospectively 
published and was based onthe Joanna Briggs 
Institute (JBI) scoping review methodology.
 ► All types of articles have been included in this 
scoping review including international guidelines 
from relevant family medicine colleges.
 ► Feedback was obtained from three groups of 
interested clinical and academic colleagues 
in Australia and internationally as per the JBI 
methodology for a scoping review.
 ► Articles in languages other than English were 
excluded from the review and therefore the results 
are not representative of non-English-speaking 
countries.
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care, as well as the involvement of different practitioners 
in obesity management. However, our initial explorations 
into this literature found a lack of clarity in this area. A 
scoping review was chosen to explore emerging patterns, 
and gaps, in the literature based on the role of the family 
doctor in managing adults with obesity.
The term used to describe a family doctor varies inter-
nationally, and includes general practitioner and family 
physician. The term ‘primary care physician’, which stems 
from the USA, includes paediatricians, obstetricians and 
internists. In this review, we define ‘family doctor’ as a 
physician with specialist training in primary care who 
practises in the community, as an expert generalist.
Different practitioners will bring varying strengths 
and limitations to any intervention and it is important 
for family doctors to understand what skills they offer 
in the setting of obesity management. The importance 
of understanding provider role is demonstrated in the 
methodology of critical realism where realist evaluation 
acknowledges the importance of context of any interven-
tion.7 Translating rigorous scientific trials into policy and 
practice is challenging and realist evaluation is an increas-
ingly used tool to inform effective translation of evidence.8 
Part of understanding context in the realist evaluation 
is knowing the type of provider, and their experience 
level, in delivering an intervention. This scoping review 
provides an overview of the role of the family doctor in 
interventions, clinical overviews and opinions, observed 
practice and clinical guidelines.
The pillars of primary care—being the first point of 
health system entry, delivering continuous, whole person 
(ie, concerned with every body system and the mind) and 
person-centred care (ie, elucidates comorbidities, social 
circumstances, and maintains the beliefs and values of the 
person at the heart of management for all health prob-
lems in all patients in all stages)—are well established.9 
Other tiers of the health system may provide some, but 
not all, of the four pillars. Each of these concepts needs 
to be present in the management of a patient to gain 
the full benefits of primary care.10 Patient management 
that is not based around these four pillars is unlikely to 
reap the benefits of coordinated, comprehensive, expert 
generalist care.11–13
This scoping review aims to examine and map the 
current research base, and broader literature, for the role 
of the family doctor in managing adults with obesity.
The objectives, inclusion criteria and methods of anal-
ysis for this review were specified in advance and docu-
mented in a protocol.14 The scoping review questions we 
aimed to answer were:
1. What supporting evidence (both primary and second-
ary) do we have for the role family doctors play in obe-
sity management for adults in primary care?
2. What is the role of the family doctor in managing 
obesity as a primary risk as supported by the evidence 
base?
3. What do primary care guidelines say about the role of 
the family doctor? What do peak bodies (ie, advocacy 
group) say about the role of the family doctor? Are 
these both in line with what is conveyed by current 
research?
MethOds
The complete methods were prospectively published in 
a protocol.14 Our search strategy included all literature 
published until September 2015. A preliminary search 
for existing scoping reviews did not find any with the 
same concept and topic (databases searched JBISRIR, 
Cochrane Database of Systematic Reviews, CINAHL, 
PubMed, EPPI). Manuscripts were included when they 
involved adults (18+ years) with a body mass index (BMI) 
of greater than 25 (overweight or obesity), any involve-
ment of a primary care doctor/physician, a primary 
care setting and inclusion of obesity management 
(online supplementary file 1). Contrary to our outlined 
protocol, we excluded papers in languages other than 
English, including those with an English abstract, as 
we could not perform data extraction adequately on 
these papers. In addition to this search strategy, we 
specifically sought relevant clinical guidelines from 
countries with strong involvement in the World Organi-
zation of National Colleges, Academies and Academic 
Associations of General Practitioners/Family Physi-
cians (Australia, UK, USA, New Zealand, the Nether-
lands, Denmark, Finland, Estonia, Slovenia, Belgium, 
Spain and Portugal). We explored the family medicine 
college web sites from these countries and contacted 
the colleges via email when guidelines were not 
accessible.
This scoping review was purposefully restricted to obesity 
management of adults in primary care. As suggested in 
the Joanna Briggs Institute methodology, the scope has 
to take account of feasibility while maintaining a broad 
and comprehensive approach. By restricting the scoping 
review to obesity, we were able to extract more detail 
about the family doctor’s role than if we had included 
articles with a main focus on a specific non-communicable 
disease (eg, diabetes, heart disease). For this same reason, 
we did not include articles that were only describing 
nutrition care or physical activity advice unless they were 
specifically in relation to care of a patient with obesity. 
Due to the differences in the management of obesity in 
children and adolescents these population groups were 
not included in this review.
Two reviewers (EAS, NE) independently reviewed the 
abstracts, followed by the full papers, as described in the 
flow chart (figure 1). Our data extraction tool captured 
the author, country of intervention, year of publication, 
aim, term used to describe the primary care practitioner, 
methodology, type of involvement of the primary care 
doctor, skills needed by the doctor and whether the pillars 
of primary care were identified. Whole person care was 
judged as included if the paper described obesity manage-
ment provided in the context of other health needs. 
Person-centredness was considered as incorporated when 
group.bmj.com on February 18, 2018 - Published by http://bmjopen.bmj.com/Downloaded from 
33
 3Sturgiss EA, et al. BMJ Open 2018;8:e019367. doi:10.1136/bmjopen-2017-019367
Open Access
the patient’s values, beliefs, cultural needs or context of 
their community were discussed. First point of contact 
with the health system was part of all the interventions as 
‘primary care’ was part of the search term. Elements of 
continuity of care were captured with data extracted about 
communication between any other types of providers and 
the family doctor. We did not complete a thematic anal-
ysis of the included papers.
We iteratively developed the data extraction tool 
based on the information we found in a first pass of 
all of the intervention papers. The role of the family 
doctor was extracted in line with clinical manage-
ment processes in a primary care setting starting 
with anthropometric measurements, diagnosis, refer-
rals, nutrition care, physical activity advice, as well 
as more intensive treatments such as medications 
and bariatric surgery. For the intervention articles, 
data specific to clinical trials were extracted such 
as recruitment and control or intervention involve-
ment. A third reviewer (EH) reviewed the extraction 
data sheets and recommended additional details to 
be added and reviewed the guideline extraction in 
full.
Our scoping review of interventions involving family 
doctors in the management of obesity drew on the 
Template for Intervention Description and Replication 
(TIDieR) guidelines for the description of interventions.15 
These guidelines outline the parts of interventions that 
need to be described in order for other practitioners 
to replicate the intervention, either for research or 
clinical practice. TIDieR was developed to standardise 
intervention description and support their implemen-
tation, which has been an undervalued aspect of health 
research.15
Results were presented to stakeholders including 
patients, clinicians, primary health network represen-
tatives, chronic disease organisations and academics at 
three sessions (April 2015 preliminary results presented 
during a seminar in Canberra; March 2016 results 
presented to international academic audience in the 
Netherlands; June 2017 results presented at an academic 
meeting of clinicians and academics). The input from 
Figure 1 Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flow diagram for scoping review of 
the role of family doctors in obesity management.
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these meetings was used to debate the justification for the 
review, the interpretation of the data extraction and the 
synthesis of the findings.
results
This scoping review uncovered 3294 non-duplicate cita-
tions, and after title and abstract screening 516 articles 
were reviewed in full. Up to 291 articles were excluded 
on full review for the reasons shown in the Preferred 
Reporting Items for Systematic Reviews and Meta-Anal-
yses diagram (figure 1). A total of 225 articles were 
included in the final review. The inter-rater agreement 
for the data extraction points exceeded 95% (62 points of 
disagreement out of 4992 data extraction points).
Using the focus of the three scoping questions, the 
following is a description of the literature that was 
reviewed.
What supporting evidence (both primary and secondary) do 
we have for role family doctors play in obesity management 
for adults in primary care?
Of the 225 articles that were included in the review, 110 
were about interventions in primary care. There were 77 
different interventions described in these papers as some 
intervention were portrayed in multiple papers (tables 1 
and 2). Fifty-seven per cent (44/77) of the interventions 
were carried out in the USA, with the remainder taking 
place in a variety of countries (table 1). Forty-eight per cent 
(37/77) of the interventions described were randomised 
controlled trials (RCT) (table 1). A majority of interven-
tions on the management of adults with obesity stem from 
the USA, and RCTs are a common study design. 
There were a total of 74 articles that were clinical over-
views and opinion papers on the primary care manage-
ment of obesity that included discussion of the role of 
the family doctor (table 3), and 25 papers that described 
current practice of family doctors in obesity manage-
ment, usually through surveys or clinical audits (table 4). 
There were 16 international guidelines relevant to family 
doctors focused on the management of obesity (table 5).
What is the role of the family doctor in managing obesity as a 
primary risk as supported by the evidence base?
The family doctor was involved in varying ways in obesity 
management depending on the type of article. The most 
common role for the family doctor across all types of 
articles was the diagnosis of obesity. The diagnosis was 
based on the BMI of the patient and waist circumference 
measurements were rarely taken. Family doctors were not 
often involved in intervention studies beyond diagnosis 
and referral into the trial. Papers about current practice, 
including audits and surveys, mentioned a lack of recog-
nition and treatment of obesity by family doctors. Current 
overview and opinion papers often suggested a wide role 
including diagnosis, nutrition and physical activity coun-
selling, and options for appropriate referrals. And there 
was great variation in the international guidelines with the 
family doctor not mentioned by some, to a broad role in 
others. Unsurprisingly, this varied depending on whether 
a primary care organisation had developed the guideline.
In all types of articles, the family doctor was frequently 
involved in the diagnosis of obesity (73/110 interven-
tion papers, 69/74 overview papers, 22/24 current prac-
tice papers). They were involved in height and weight 
measurements in 111 out of 225 total papers, and overall 
waist circumference was infrequently mentioned in all 
articles (50/209 papers, not including guidelines).
We included all interventions relevant to the review, 
whether they were reported the family doctor’s role as 
part of an experimental intervention or in a control arm 
(table 2). In 45 of the 77 interventions, the family doctor 
was involved in recruiting patients to the trial. The family 
doctor only had a role in care delivery in 27 interventions 
(35%) in either the intervention or the control arm of 
a trial. Across all interventions, ‘standard care’ was used 
in 27 trials; however, it was only well described in 12 of 
these. In one case, the ‘primary care provider’ was used in 
the standard care arm but was ‘instructed not to provide 
specific behavioral strategies for changing eating and 
activity habits’.16
We attempted to describe whether the pillars of primary 
care could be identified in the interventions as they were 
described. In 17 of the 77 interventions, the comprehen-
sive, holistic care of the patient was described. In only 
Table 1 Number of different interventions identified in 
scoping review that describe a role for the family doctor in 
primary care obesity management—by country where the 
intervention was undertaken, and study design
Country of intervention Study design
  Australia 2 RCT 40
  Canada 5 Single-arm trial 21
  Denmark 1 Cohort 7
  Germany 3 Non-randomised 
two-arm trial
2
  Israel 2 Cost-effectiveness 2
  Italy 1 Action research 
(protocol)
1
  Japan 1 Case–control 1
  Netherlands 3 Clinical audit 1
  New Zealand 2 Cross sectional 1
  Scotland 1 Educational 
intervention
1
  Spain 1
  Switzerland 4
  UK 5
  UK/Australia/Germany 1
  UK/Scotland 1
  USA 44
Total 77 Total 77
RCT, randomised controlled trial.
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seven of the interventions could person-centredness be 
seen in the description of the intervention.
Overview and opinion articles generally reported 
that the family doctor should be involved in all stages 
of management from diagnosis, nutrition and physical 
activity counselling, and ongoing follow-up. Not surpris-
ingly, papers that were mainly about pharmacological 
interventions or bariatric surgery were only about that 
area of management. Bariatric surgery papers described 
the family doctor as required for referral, but not work-up, 
and some described the family doctor’s role in ongoing 
management after surgery.
Overall, the family doctor was commonly involved in 
the diagnosis of obesity, and as a referral source into 
intervention trials. Frequently, the under-recognition and 
management of obesity was noted in observational studies 
of current practice. It was difficult to identify the pillars of 
primary care practice in the description on interventions 
for adult obesity management.
What do primary care guidelines say about the role of the 
family doctor? What do peak bodies (ie, advocacy groups) say 
about the role of the family doctor? Are these both in line with 
what is conveyed by current research?
In terms of the specific role of the family doctor, guide-
lines were variable and ranged from no mention of the 
family doctor, to the family doctor being involved in every 
stage of management from diagnosis and advice on nutri-
tion and physical activity, to intensive treatments and 
long-term follow-up. Not surprisingly, guidelines written 
by family medicine organisations described a greater role 
for the family doctor. For guidelines that were written 
with a national healthcare focus, there was less detail on 
the type of professional that should be involved in each of 
the management areas.
Seven of the 16 guidelines specifically mentioned family 
doctors (or synonym), with one referring to ‘primary care 
providers’ (table 5). Seven (44%) suggested the family 
doctor should be involved in anthropometric measures of 
the patient, five (31%) recommended the family doctor 
should provide nutrition and physical activity advice, and 
seven discussed the referral to allied health providers by 
the family doctor.
dIsCussIOn
This scoping review synthesises the current literature 
on the role of the family doctor in the management of 
obesity in primary care. This comprehensive set of arti-
cles provides the research community with a resource 
for further study, for example, systematic reviews and 
meta-analyses based on different aspects of primary care 
management of adult obesity.
The family doctor is mostly used as a recruitment 
source in primary care interventions, the majority 
of which have been carried out in the USA. This is in 
contrast to guidelines, clinical overviews and opinions 
that suggest a role for family doctors from diagnosis, A
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offering lifestyle advice and behavioural support, and 
ongoing follow-up. Half of the articles that described 
current practice, mostly through clinical audits or 
surveys, reported that obesity was under-recognised by 
family doctors. There appears to be a misalignment 
between what commentators suggest as a role for the 
family doctor, and the current role they play in many 
primary care interventions.
The great majority of primary care interventions for 
adult obesity are being developed and tested in the USA 
healthcare setting. This has implications for the interpre-
tation of the findings for translation into other contexts.17 
For example, the USA does not have a ‘gatekeeper’ func-
tion for family doctors and patients are able to self-refer 
to tertiary services.18 Patients with health insurance also 
have different access to care compared with those who do 
not have.18 This may have ramification when translating 
an intervention to a context with universal healthcare 
access, such as the UK and Australia, and warrants further 
investigation.
We were also able to identify areas of concern for the 
publication of primary care research in obesity manage-
ment. Twenty-seven of the interventions used standard 
care in the control arm, but standard care was poorly 
defined in 15 of these interventions. It is difficult to deter-
mine the relative effectiveness of new interventions in the 
management of obesity in primary care when they are 
compared with poorly defined standard care. More worry-
ingly was the use of substandard care where family doctors 
were advised not to give lifestyle advice to patients.16 This 
suggests that usual care was artificially reduced in order 
to improve the apparent effectiveness of an intervention. 
This is a dubious practice from an ethical and scientific 
perspective and undermines the role of family doctors in 
obesity management.
Implications for practice
Guidelines are documents that are developed to assist 
practitioners in deciding on a course of action in a 
specific clinical circumstance19 and they often determine 
a standard of care. The obesity guidelines that were iden-
tified in this review had varying recommendations for the 
role of the family doctor. In some jurisdictions, including 
Australia, national guidelines do not often recommend 
that a specific profession must be responsible for a task, 
unless the task is limited to the scope of one profession 
alone. In contrast, in the Netherlands where the central 
role of family doctors is prescribed within the health 
system, family doctors are likely to have a foundational 
role in all guidelines that are produced. The role of 
guidelines and their development varies between nations 
and health systems and the centrality of the role of the 
family doctor in a guideline may reflect the strength of 
primary care in the specific healthcare system. There-
fore, guidelines may not always be the definitive source 
for determining the clinical scope and responsibilities 
of specific professional groups such as family doctors in 
obesity care.
Implications for research
Poor descriptions of interventions could have been 
aided by adherence to the TIDieR guidelines.15 Specif-
ically, the TIDieR guidelines suggest the health profes-
sionals involved in an intervention should be described 
in terms of their professional background, their exper-
tise and any specific training given. The terms used to 
describe a family doctor were diverse in the intervention 
papers and ranged from primary care physician, primary 
care provider, family physician or general practitioner. 
The range of terms that are used in the primary care 
literature makes it impossible to understand the quali-
fications of professionals involved in the interventions. 
Trials from the USA often use ‘primary care providers’ or 
‘primary care practitioners’, nebulous terms that could 
include a variety of professionals with vastly different 
training. This is particularly problematic when interna-
tional primary care teams attempt to translate interven-
tions to their local context. An international taxonomy 
for describing family doctors could assist in solving this 
issue.
The primary care literature has thoroughly described 
the fundamental factors that make primary care effec-
tive.9 However, it was challenging for reviewers to deter-
mine if interventions were inclusive of the principles of 
person-centredness and whole person care. Knowing 
that first point of contact, whole person, coordinated, 
person-centred, continuous care, is important in primary 
care; it would be helpful for primary care interventions 
to explicitly consider these factors in their design. Addi-
tionally, the specific reporting of these factors in primary 
care trials would be helpful in publications to improve 
the understanding of how and why primary care inter-
ventions work. It is perhaps important that primary care 
determines a specific set of reporting requirements for 
primary care research that could be added to the TIDieR 
checklist.
limitations
This scoping review is limited to the context of obesity 
management in primary care. Articles that reported on 
other important and related topics like nutrition, life-
style change or cardiovascular health were not included. 
We chose to limit the review to obesity as we were inter-
ested in this specific literature and wanted to maintain 
the depth of our data extraction while maintaining feasi-
bility. The review was also limited to publications in the 
English language and this may have missed work that 
included family doctors in non-English speaking health-
care settings. We may have missed international guide-
lines that were not picked up in our search strategy. As 
expected in a scoping review, articles were not assessed 
for quality or the specific outcomes of reported trials. 
Further work would have to be done from the identified 
literature and this could include a thematic analysis. The 
aim of the scoping review is to widely and broadly search 
the literature to identify gaps and inconsistencies, and 
provide a platform for further systematic work.20
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COnClusIOn
There appears to be a disconnect between how family 
doctors are involved in primary care interventions, the 
message that is found in academic literature and the 
apparent role of the family doctor in current practice. 
Guidelines that are developed by national bodies are not 
necessarily the definitive source of information for the 
discrete role of specific health professionals. Improve-
ment is required in the reporting of primary care inter-
ventions, particularly in the professional background of 
those involved in the trial and the acknowledgement of 
the pillars of primary care in intervention development. 
This foundation work provides a platform for further 
interpretation of existing literature on the role of the 
family doctor in obesity management.
twitter @LizSturgiss
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(This paper has been published. The journal copyright rules only allow for a pre-copyediting version 
to be included in this thesis) 
 
ABSTRACT 
Obesity is a chronic condition with significant health and economic consequences that requires more 
effective management in Australia. General practitioners (GPs) currently act as care co-ordinators in 
line with national guidelines for overweight and obesity. Australian patients indicate that they would 
appreciate more involvement from their GP in the management of obesity and this is in line with 
international findings. Not all patients have access to specialist obesity services or affordable allied 
health care due to location, cost and time, particularly in rural and remote areas where there is a 
greater prevalence of obesity. Empowering GPs to use their skills as expert generalists to manage 
obesity is an option that should be explored to improve access for all individuals. GPs will require 
evidence-based tools to assist them in structuring obesity management within their own general 
practice environment.   
 
Summary statement 
What is known about the topic? 
• General practitioners are caring for a growing number of people who are living with obesity. 
What does this paper add? 
• The expert generalist skill set of general practitioners could be better used to provide person-
centred care for people with obesity with the support of evidence-based tools. 
  
Obesity is a major public health issue in Australia that contributes to the rising prevalence of chronic 
diseases such as type 2 diabetes, cardiovascular disease and osteoarthritis (National Health and 
Medical Research Council 2013). Obesity increases an individual’s physical and psychological health 
burden and adds $21 billion in direct costs to Australia’s annual economic burden (Chen et al. 2011). 
Clearly, there is a need to take immediate and ongoing action to reduce the prevalence of obesity in 
Australia. 
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There is increasing evidence that obesity should be viewed as a chronic condition (Fildes et al. 2015), 
requiring ongoing management rather than a one-off “cure”. Primary care has been the cornerstone 
of chronic disease management in the Australian healthcare system with the recognition that 
ongoing care from a trusted practitioner improves outcomes (Harris and Zwar 2007). Obesity is 
specifically managed in 0.7 per 100 encounters in Australian general practice (Britt et al. 2014), but is 
also managed as part of consultations for other conditions including diabetes, lipid disorders and 
arthritis. 
Review of international guidelines for the role of general practitioners (GPs) in obesity management 
shows great variation in what is expected of the profession. Australian guidelines suggest a role of 
recognition and onward referral (National Health and Medical Research Council 2013). The New 
Zealand guidelines recommend GP delivered care within a community context (New Zealand 
Guidelines Group 2012). Conversely, there is no mention of general practice in the World 
Gastroenterology Organisation guideline (Mathus-Vliegen and Toouli 2011). In this review of the 
literature we investigate the current role of the GP in obesity management, and explore reasons for 
expanding the role of GPs in supporting patients with obesity to reduce their risk for chronic disease. 
 
FEATURES OF GENERAL PRACTICE 
General practice is an internationally recognised medical speciality that provides person-centred, 
longitudinal, and coordinated whole-person healthcare to individuals in their communities (Kidd 
2013). The Australian Patient Experiences Survey found 86% of those over the age of 15 years visited 
a GP at least annually with increasing frequency of access with age (Australian Bureau of Statistics 
2013). The survey also showed that of those who had seen a GP in the previous 12 months, more 
than 70% reported that the GP always listened carefully to them, always showed them respect and 
always spent enough time with them (Australian Bureau of Statistics 2013). Most Australians attend 
a regular GP or general practice thus providing good continuity of care (McRae et al. 2011). 
Australian GPs enjoy high rates of patient satisfaction and these therapeutic relationships could be 
better utilised in obesity care. 
Currently, over 85% of all GP consultations are bulk billed with no point of care cost to the patient 
(Australian Bureau of Statistics 2013). Allied health services, such as dietetics and exercise 
physiology, are subsidised by Medicare only in the context of a chronic disease management plan 
and require the presence of co-morbidities (Foster et al. 2009). Uncomplicated obesity does not 
qualify for subsidised services in allied health which may make these services inaccessible for some 
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patients. The lower point of care cost to the patient may make GP-delivered obesity care more 
accessible especially for patients of low socioeconomic background. 
CURRENT GUIDELINES 
The Australian National Health and Medical Research Council (NHMRC) guidelines for the 
management of overweight and obesity in primary care recommend a usual healthcare practitioner, 
such as a GP, be involved as a care coordinator. The guidelines state the healthcare practitioner 
should recognise the condition of obesity, provide opportunity for ongoing anthropometric 
measurement and basic advice about nutrition and physical activity (National Health and Medical 
Research Council 2013). The healthcare practitioner is advised to have a low threshold for referring 
on to an allied health provider for further management. Specialist involvement is suggested if the 
patient has co-morbidities or a Body Mass Index (BMI) over 35kg/m2. Considering the prevalence of 
overweight and obesity, referral of most patients to specialist care is unlikely to be a practical reality. 
It is clear that better support is needed for GPs to manage patients with overweight or obesity. 
Obesity management cannot be “one size fits all” as each patient has personal barriers to care and 
access to specialist obesity services are not available to the majority of Australians living outside the 
major capital cities (National Rural Health Alliance 2004). The financial cost of seeking these services 
can be high especially for patients who are overweight but lack the co-morbidities which allow 
access to Medicare rebates for allied health interventions (Pearce-Brown et al. 2011). The time cost 
to travel, meet and follow up with different health providers can make services unattainable or 
unacceptable for some patients (Tan et al. 2006; Pearce-Brown, Grealish et al. 2011; Arai et al. 
2015). Providing general practice based options for obesity management will improve access for 
patients. 
There is evidence that GPs are patients’ preferred source of information relating to obesity (and 
nutrition more generally), even over specialists such as dietitians (Ball et al. 2014). In a survey of 
Australian general practices, 78% patients (n=227) thought their GP did have a role to play in weight 
management and 78% were also keen on regular review with their GP (Tan et al. 2006). 
Internationally the role for GPs as a respected information source regarding nutrition and obesity 
care has been recognised for decades (Hiddink et al. 1997). 
Lack of time is often quoted as a barrier to the involvement of GPs in obesity care. Yet there has 
been no added benefit of longer periods of consultation when assisting patients to change other 
health behaviours such as alcohol intake (Kaner et al. 2007).  This discourse around time does not 
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recognise the journey that a GP takes with their patient, with each consultation a drop in the total 
time spent with the person over a lifetime (Gray et al. 2003).  
For patients who want to work with their GP to manage their weight, there are few Australian 
resources. Primary Health Networks (PHNs) provide some programs to manage people with chronic 
conditions but most require a patient to have a co-morbidity, and are not delivered within the 
general practice setting. The Heart Foundation, in conjunction with PHNs and other partners, has 
piloted “Heartlink” which aims to reduce patient’s cardiovascular risk but the program did not 
involve the patient’s GP other than referral (Volker et al. 2014). 
 
PERSON-CENTREDNESS 
A core tenet of general practice is that care should be person-centred (Kidd 2013). Person-
centredness is treatment that takes into account the target health issue as well as co-morbidities 
and social circumstances that may impact on the person. The patient’s values and desires for their 
health remain central to any defined treatment or management process (Starfield 2011). The 
person-centred approach to obesity care is not mentioned in methodology for current interventions 
based in primary care (Wadden et al. 2014) and thus interventions may not be harnessing the power 
of this fundamental part of good general practice care. A person-centred approach that is offered as 
part of quality general practice care will provide a respectful environment for the issues surrounding 
obesity to be discussed and managed. 
As part of person-centredness, GPs determine the priority and timing for any intervention for 
obesity (Stange 2009b). Patients often present with multiple reasons for a consultation and few have 
only a single issue that is impacting on their health (Britt et al. 2014). The GP needs to be able to 
consider all aspects of a patient’s situation to prioritise the most pressing health need. Other 
considerations such as family influences, health priorities and social circumstances may rightly 
impact on a GP’s decision to explore obesity management in a consultation (Stange 2009b). In the 
interests of excellent patient care there are times when a GP should not address obesity in a 
consultation, for example acute distress or illness, but instead should include it is part of an ongoing 
management plan. 
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EXPERT GENERALISM 
The defining feature of an expert generalist is their ability to provide whole-person care and to do 
this in a context of person-centredness (Reeve et al. 2013). This translates to being a health 
practitioner who can manage all health concerns no matter what body system is affected, whilst 
taking into account the wishes and values of the person at the centre of the management plan 
(Reeve et al. 2013). 
For the successful management of obesity three specific areas need to be targeted: nutrition, 
physical activity and behavioural interventions (National Health and Medical Research Council 2013). 
A GP has modest training in all three areas and can manage obesity in the context of other health 
conditions and behaviours – for example smoking, alcohol use and a high stress lifestyle. GPs also 
demonstrate good attitudes towards continuing education in these areas (Crowley et al. 2015). They 
can leverage change in one area to assist the patient to change in the areas of nutrition and physical 
activity. The methods used to assist with behaviour change in obesity are already employed with 
good effect by GPs in other related areas such as smoking cessation and alcohol use (Kaner et al. 
2007; Stead et al. 2013). 
A tailored management plan for obesity should be coordinated, taking into account co-morbidities, 
mental health conditions and the person’s social context. The generalist is in the best position to do 
this. Fragmentation of care has been recognised as a burden when looking at disease states 
requiring tertiary care (Stange 2009a). Similarly benefits for the patient may potentially be lost if 
different “parts of obesity” are managed in a fragmented way. The current NHMRC guidelines for 
management of obesity bypass the expert generalism offered by GPs utilising them solely as 
“screeners” and “referrers” to more fragmented and less available allied healthcare. The impact of 
being cared for by an expert generalist is rarely explored within the context of obesity management. 
This may be a “missing link” in attempts to develop innovative strategies for obesity management in 
primary care. 
 
OBESOGENIC ENVIRONMENT – PUBLIC HEALTH PARTNERSHIP 
All health conditions, including obesity, are influenced by the patient’s social determinants of health 
that are in turn affected by factors specific to the community in which they live (van Weel et al. 
2008). This reality requires community awareness and action on the part of GPs. GPs can work 
alongside public health initiatives to support environments that improve individuals’ health status. 
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Recognition of the “obesogenic environment” is essential in understanding the barriers to weight 
management (Swinburn et al. 1999). A good example of the interaction between general practice 
and public health is the success of smoking cessation. GPs increased individual management of 
patients to help them stop smoking, but also strongly advocated and supported public health 
interventions. Currently there are disincentives for patients to eat healthily and be physically active, 
leaving the individual to contend with their environment without the aid of a strong public policy 
framework to contain obesity. 
Too often GPs are pursuing prevention while society is full of counter-incentives – like the 
obesogenic environment (Swinburn et al. 1999). This is a GP leadership issue as environments that 
support healthy lifestyles make individual interventions more feasible and effective when they are 
super-imposed on population directed public health action. GPs must continue to look beyond the 
consultation room to the community their patients live in. Utilising their leadership skills GPs can 
advocate for change in public health policies and legislation so that patients find the easiest choice 
to make is also the one that is best for their health. 
 
CONCLUSION 
GPs require resources to support their patients with obesity in their day to day clinical practice. This 
will enable them to refer to other health service providers only those patients who require a higher 
level of intervention when this is in line with the patient’s wishes for treatment. This will allow those 
patients most in need of allied health and specialist services the greatest time and support from 
these professionals. The expert generalism of GPs can be better used to manage patients with 
obesity in a holistic, person-centred manner. GPs can understand the person as a whole and 
recognise the barriers and motivators for individual patients to change their behaviour. GPs have a 
role at both the individual consultation level and in partnership with public health organisations in 
advocating for community environments that support healthy lifestyle behaviours. 
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Chapter 2c) 
Summary: The role of the general practitioner in adult obesity management 
As shown in the scoping review, most interventions for the management of adult patients 
with obesity are developed in the USA. Despite the exponential increase in the number of 
interventions trialed, GPs are not often used as part of the team providing care to patients 
and are mostly used as a source for recruitment or referral. This approach seems at odds 
with the holistic role that is ascribed to GPs in many obesity guidelines and clinical 
overviews. It is possible that the translation of research from the USA has a different 
meaning in the Australian healthcare context where we are fortunate to have a stronger 
primary healthcare system. 
 
The narrative review explored the strengths of general practice including person-
centredness and expert generalism. Both of these qualities theoretically provide a strong 
basis for adult obesity management that is increasingly recognised as a chronic disease 
requiring holistic, person-centred care. This doctoral work seeks to understand more about 
the role of the GP in obesity care through the development and feasibility testing of a GP-
delivered weight management program in Australian general practice. 
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Chapter 3 
Structure and theoretical underpinnings for the development of a general practitioner-
delivered weight management program 
 
The remainder of this thesis follows the development of The Change Program, a weight 
management program for Australian general practice. As mentioned in Chapter 1, the research 
questions for this work are: 
1. If a patient presents requesting their GP’s assistance with weight management, is it acceptable 
and feasible for the GP to manage their care? 
2. If a patient has a weight related issue, and there are no allied health services available to the 
patient due to either cost or location, is it feasible for the GP to assist with weight 
management? 
This chapter will outline the overall aims and the methodological framework that guided the 
intervention development. 
Aims 
Chapters 3 through 9 will aim to: 
- To develop a weight management program for adults living with obesity that can be 
delivered by general practitioners in their rooms. 
- To assess the feasibility and acceptability of the weight management program to both 
patients and GPs. 
To achieve these aims, this research was guided by the United Kingdom’s Medical Research 
Council’s (MRC) guideline1 for the development and evaluation of complex interventions. A 
complex intervention is one that has more than one effective component, where implementation 
is context dependent, and the outcomes of interest are temporally displaced from the 
intervention itself.1 Weight management programs for obesity in general practice are clearly 
complex interventions as they contain more than one component (e.g. provider behaviour, 
practice systems, tools for the intevention), implementation is reliant on the specific context of 
the intervention, and the outcomes are seen over an extended time period. These factors make 
complex interventions difficult to evaluate2 and well-defined processes for their development lead 
to a greater chance of success.1  
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Outline  
The MRC guideline recognises four key elements that are required to appropriately develop a new 
complex intervention (Figure 1).1 This thesis is structured around the first two elements of the 
guideline – development; and, feasibility/piloting. This thesis concludes with an evaluation of the 
feasibility of the intervention, and does not go onto the evaluation or implementation phase. Prior 
to an implementation phase a trial for effectiveness would be required and options for trial design 
are discussed in Chapter 9. 
 
 
 
 
 
 
 
 
 
 
Figure 1 - The four key elements for developing and evaluating a complex intervention from the UK Medical 
Research Council’s Developing and evaluating complex interventions: new guidance.3 
 
1. Developing a complex intervention: 
Prior to this doctoral work, five Australian national guidelines were reviewed and synthesied as 
the first step in developing this complex intervention.4 Guidelines that were relevant to general 
practice at a national level were selected and then analysed for themes related to obesity 
management in general practice. Using the AGREE II tool,5 three GP reviewers evaluated the 
guidelines and found the National Health and Medical Research Council Clinical Practice 
Guidelines for the Management of Overweight and Obesity in Adults, Adolescents and Children in 
Australia6 to be of the highest quality and best reported. This guidelines synthesis was then used 
to develop the draft weight management program. 
 
 
2. FEASIBILTY/PILOTING 
3. EVALUATION 1. DEVELOPMENT 
4. IMPLEMENTATION 
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Table 1 – Five Australian guidelines examined and synthesised prior to the intervention development4 
NHMRC Clinical Practice Guidelines for the Management of Overweight and Obesity in 
Adults, Adolescents and Children in Australia (2013) 
National Heart Foundation’s Physical activity and energy balance (2007) 
RACGP’s Guidelines for preventive activities in general practice (‘Red book’) (2012) 
RACGP’s National guide to a preventive health assessment for Aboriginal and Torres Strait 
Islander People (2012) 
RACGP and Diabetes Australia’s General practice management of type 2 diabetes – 2014–
15 
RACGP – Royal Australian College of General Practitioners; NHRMC - National Health and Medical Research 
Council 
In developing the intervention, we used theory to guide knowledge translation, as well as theory 
related to behaviour change. 
Knowledge to Action framework 
The Knowledge to Action (KTA) framework was developed to improve the translation of evidence 
into best clinical practice.7 The framework was developed in Canada in 2006 and was informed by 
31 planned action theories from interdisciplinary and nursing fields.8 The framework is not 
intended to be a “recipe” for knowledge translation, but as a guide with suggestions for improving 
implementation practice. As shown in Figure 2, the framework has a central Knowledge Creation 
funnel, surrounded by a cyclical Action Cycle.7 Each part of the framework can be used iteratively, 
informed by feedback from the participants as the cycle continues. The KTA framework was used 
to guide the intervention development study that is reported in Chapter 4. 
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Figure 2 - Knowledge To Action diagram. This diagram depicts the phases of the KTA framework with 
components of the “Action Cycle” in rectangles surrounding the “Knowledge Creation” funnel in a triangle. 
Adapted from Graham, I.D., et al.7 
 
5As for behaviour change  
The “5As” of behaviour change is a mid-level theory that is based on the transtheoretical model of 
behaviour change.9 The original theory from Prochaska and Diclemente describes the different 
stages of motivation that individuals can pass through when thinking about behaviour change and 
it has been applied extensively to health behaviours like smoking.9 Using the Transtheoretical 
model, the 5As was developed by the United States Preventative Task Force Agency as a 
framework for practitioners to work with patients on smoking cessation.10 It is presented as a 
stepwise process from Ask, Assess, Advise, Assist/Agree, Arrange, with some differences in the 
verbs that are applied in Australia and North America. 
The 5As model has been applied to obesity management and is used extensively to both develop 
models of care, and to evaluate consultations in the primary care setting.11-13 The 5As was used to 
inform the development of the weight intervention as described in Chapter 4. It was also used to 
evaluate the GPs’ experiences of using the weight management program in a quantitative survey 
with results described in Chapter 6. A possible adaptation of the 5As for behaviour change is 
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discussed in Chapter 7 to more comprehensively represent person-centred care, continuity of 
care, and the therapeutic alliance between a family doctor and patient. 
 
2. Assessing feasibility  
The acceptability and feasibility of the weight management program were explored in a mixed 
methods feasibility study. This is described in detail in Chapter 5. 
The MRC guideline for complex intervention development2 encourage the consideration of how 
and why change occurs in the intervention. Using a theoretically informed approach, this doctoral 
work considered a number of processes that influenced whether the weight management 
program was effective for patients in the feasibility trial.  
Normalisation Process Theory 
Normalisation Process Theory (NPT) is a mid-level theory that was developed by a sociologist 
working with an interdisciplinary team in the UK.14 NPT is based on the premise that a successful 
intervention is one that can be implemented and embedded into everyday practice.14 The four 
components described by NPT for successful implementation are: 
1. Coherence – the ability of the individual practitioner to understand the new way of working. It 
is composed of four different subsections: differentiation, communal specification, individual 
specification, internalisation. 
2. Cognitive Participation – the way the individual practitioner integrates the new practice into 
their everyday work for sustainability. The subsections here are: initiation, enrolment, 
legitimation, activation. 
3.  Collective Action – the way the individual practitioner operationalises the new way of working, 
and in particular, the processes that they use. The subsections here are: interactional 
workability, relational integration, skill set workability, contextual integration. 
4.  Reflexive monitoring – the way the individual practitioner understands the new work’s impact 
on themselves and those around them. The subsections here are: systematisation, communal 
appraisal, individual appraisal, reconfiguration.14 
NPT is used in Chapter 5 as a tool for assessing the implementation of a new weight management 
program in a feasibility study in Australian general practice. 
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Therapeutic alliance 
In 1979 the contemporary psychologist Bordin published his seminal paper on what he termed the 
“working alliance”.15 According to this theory, there are three components of the therapeutic 
alliance, that is: 
1. Bond – the warm and respectful partnership between a practitioner and client; 
2. Goals – the ability of the dyad to collaborate on goal setting; and, 
3. Tasks – the mutual understanding of what needs to occur to reach the goals.15 
Each of these three factors has to be strong for a good working alliance. Bordin’s paper highlighted 
the alliance between a psychologist and their client, but he also described the alliance as essential 
to any helping relationship, be it a “student and teacher, between community action group and 
leader, and, with only slight extension, between child and parent”.15 Bordin’s theory was used to 
develop a tool to measure the working alliance in psychological practice – the Working Alliance 
Inventory.16 In Chapter 8, Bordin’s conceptualisation of the therapeutic alliance is applied to the 
feasibility study using the Working Alliance Inventory. 
 
Self-efficacy theory 
Self-efficacy was described by Bandura to be “an individual’s belief in his or her capacity to 
execute behaviours necessary to produce specific performance attainments”.17 It forms part of his 
overarching Social Cognitive Theory which seeks to describe the factors that influence a person’s 
motivation and behaviours.18 In Bandura’s theory, a person’s self-efficacy is shaped by four 
factors: 
1. Vicarious experiences – if an individual sees someone that they feel they can relate to 
performing a task well, this influences their self-efficacy in a positive way; 
2. Physiological feedback – an individual’s bodily reaction to a situation can influence their 
self-efficacy. For example, the bodily experience of adrenaline release from the 
autonomous nervous system includes heart palpitations and feeling sweaty, and this 
experience can have a negative impact on sense of self-efficacy for the task they were 
undertaking at the time; 
3. Verbal persuasion – when a person is verbally encouraged in their performance of a task, 
this can have a positive effect on their self-efficacy; 
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4. Performance experiences – when a person undertakes a task and their actions result in the 
outcome they were aiming for, this has a positive impact on their self-efficacy. 
Performance mastery is the most influential factor in a person’s self-efficacy for a task.17 
Bandura’s self-efficacy theory is frequently applied to situations where a patient is trying to 
change their lifestyle or health related behaviours. In Chapter 6 we describe how this theory 
helped to inform the analysis of GP self-efficacy in relation to obesity management in primary 
care. 
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Chapter 4 
A collaborative process for developing a weight management toolkit for general 
practitioners in Australia—an intervention development study using the Knowledge To 
Action framework 
Reference: Sturgiss E, Douglas K. A collaborative process for developing a weight management 
toolkit for general practitioners in Australia—an intervention development study using the 
Knowledge To Action framework. Pilot and Feasibility Studies 2016;2:20 doi: 10.1186/s40814-016-
0060-4. 
 
 
This intervention development study outlines the process used to create The Change Program using 
a Knowledge to Action approach. The KTA framework has been used extensively in the development 
of guidelines. As described in this paper, KTA can be used to draw on the expertise of people 
working in the field to iteratively develop a new body of knowledge and/or a way to apply the 
knowledge in practice. This intervention development study describes the qualitative process used 
to develop the final weight management resources, The Change Program. These resources were 
then used by GPs and patients in the feasibility trial. 
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Abstract
Background: Obesity is commonly seen in the Australian general practice population; however, few resources are
specifically targeted at GPs working with these patients. The National Health and Medical Research Council
(Australia) guideline for managing patients who are overweight and obese supports the involvement of a regular
health professional. As 85 % of the population visit a GP annually, resources to support GPs working with this
patient population are needed.
This study describes the collaborative process used to develop an obesity management programme based on
current Australian guidelines for GPs and their patients to be used in primary care. The Knowledge To Action
framework was applied to develop a weight management toolkit for GPs based on current Australian guidelines.
This draft was then reviewed by clinical GPs, GP registrars, consumer representatives and allied health professionals
using focus groups and interviews. The participants gave feedback on the content, layout and acceptability of the
documents. The feedback from the stakeholder groups was evaluated, and changes were incorporated into the
final documents. A graphic designer was contracted to assist with the layout to improve useability and
attractiveness of the documents.
Results: A total of 38 participants gave feedback on the draft weight management programme, and the research
team amalgamated their responses to further improve the documents. The general response from GPs and
consumer representatives was positive with most conveying their wish to try the programme themselves.
Conclusions: “The Change Program” is a practical tool for Australian GPs to use with their patients who are
overweight or obese. It was developed in collaboration with GPs, allied health professionals and consumer
stakeholders based on current Australian guidelines. It is currently being piloted in five general practices.
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Background
An increasing proportion of patients who see GPs are
overweight or obese [1, 2], and there are currently no
weight management programmes that can be delivered
solely by a GP in primary care in Australia [3]. Lifestyle
interventions to reduce weight in primary care have had
varying degrees of success in the first 12 months with
most showing a return to previous weight after that time
[4–7]. There are few primary care interventions that
involve a family doctor [8], and most require referral to
an outside practitioner or lifestyle coach. There is some
evidence that patients who are satisfied that their pri-
mary care practitioner is involved in the weight loss
intervention lose more weight [9]. In Australia, it is
recognised that as the number of people who are obese
increases, we need good tools to support GPs as the first
point of contact in the healthcare system [3].
Australian guidelines suggest that GPs should be in-
volved in identifying patients, assessing their health risk
and then referring to a multidisciplinary team as needed
whilst acting as a care co-ordinator [10]. It is suggested
that GPs put together a management plan for their
patients but there is minimal direction as to the exact
content of such a plan. The guidelines focus on three
areas [10]: nutrition, physical activity and behavioural in-
terventions. We have previously published our findings
from synthesising and amalgamating the recommenda-
tions from current guidelines [11].
Patients are keen for their GP to be involved in both
weight management [12] and giving nutrition advice
[13]. Despite this information from patients, there are
few weight management interventions that involve the
GP in the actual intervention. For patients that wish to
work with their GP on weight management, there are
few resources to guide them and there are no specific
programmes. Patients may be unable to access multidis-
ciplinary care for a variety of reasons—cost [14], avail-
ability and preference [12]. As obesity affects more
people within a population, it is important to have as
many options available for patient choice as possible.
This intervention development study [15] describes
the method and outcome of the collaborative process we
used to develop an obesity management programme
based on current Australian guidelines for GPs and their
patients to be used in primary care. A weight manage-
ment programme gives suggestions to the GP as to how
often they should see their patient, the appropriate
content of consultations and direction for areas to be
discussed with the patient.
Our process was informed by Fransen et al. [16] in
their development of a minimal intervention strategy for
primary care patients in The Netherlands. Guided by the
Knowledge To Action (KTA) framework [17], we devel-
oped programme materials using principles of co-
creation with stakeholders. The KTA is a knowledge ex-
change framework that assists in ensuring guidelines are
relevant to local organisational and cultural conditions.
The aim of the framework is to reduce the gap between
the evidence base and clinical practice by making guide-
lines and resources that are produced in a collaborative
fashion with end users and other interested parties. The
framework has two main parts: initially, the “knowledge
funnel” is used to collate current expertise into a usable
form such as guidelines, and then the “action cycles” are
used in an iterative process to ensure the knowledge is
relevant and practical to the local context. The frame-
work is a cyclical one, best described by the diagram
from the original work by Graham et al. (see Fig. 1) [18].
Our aim is to provide GPs with evidence-based weight
management resources to be used with their patients in
primary care. By describing the process of developing this
complex intervention, we hope to assist others who are
planning similar interventions in general practice which
aligns with the principles of dissemination outlined in the
Medical Research Council’s guidelines for developing
complex interventions [19]. We also discuss the utility of
the KTA framework to develop tools to be used in the
clinical decision space based on recommended guidelines.
Methods
The knowledge enquiry and synthesis phase of the KTA
framework involved four clinical GPs synthesising se-
lected Australia current guidelines [11]. This synthesis
resulted in the development of an initial draft that in-
cluded a GP handbook as well as a patient workbook
(see Table 1). The patient workbook was developed
based on self-management principles which aim to en-
hance a person’s ability to care for themselves and
thereby reduce the consequences of living with a chronic
condition [20]. All patient worksheets were written to
maximise readability. We used the Simple Measure of
Gobbledygook (SMOG) [21] readability index and aimed
for a SMOG of 8 (equivalent to a grade 6 standard of
reading) wherever possible.
The three action phases of the KTA framework (adapt
knowledge to local context, assess barriers/supports to
knowledge use, tailor intervention) were then undertaken
using qualitative methodologies. Our participants included:
– General practitioners
– Training GP registrars
– Consumer representatives who are trained
volunteers who aim to promote the consumer
(patient) voice within the healthcare system
– Representative bodies for chronic illness which are
advocacy and research organisations that aim to
reduce the impact of the specific disease that they
represent
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– Allied health professionals including dieticians and
psychologists
We used purposive sampling and continued to inter-
view both GPs and consumer representatives until no
new issues were raised. To recruit a diverse sample of
participants, we contacted GPs through a number of av-
enues: via the Australian Capital Territory Medicare
Local (primary health network group), through Practice-
Based Research Network contacts, at local GP grand
round events and convenience sampling via colleague
networks. Consumer representatives were contacted via
the Health Care Consumers’ Association in our local re-
gion. The Association used their regular processes for
asking their members to give us feedback. We also con-
tacted relevant representative bodies for chronic illnesses
associated with obesity in our local region. These organi-
sations were asked to comment on the documents with
reference to their particular area of expertise.
Three investigators who are all clinical GPs with BMI
20–25 acted as interviewers, and an outline of the topics
that were discussed is given in Table 2. The investigators
asked the participants to look through the books, to give
feedback freely as they went and also directed particular
comment on certain sections (see Table 2). Only one in-
vestigator attended each interview/focus group for ap-
proximately 1 hour in all instances. All the participants
were interviewed at their place of work or at a venue
that they most preferred.
All groups reviewed both the patient and GP books,
except for the consumer representatives who reviewed
only the patient workbook. The participants were given
the books at the start of the session, apart from the
allied health representatives who had access to the ma-
terial prior to the interview for a detailed review. Some
feedback was audiotaped and transcribed, and others
had detailed notes and writings on the actual research
materials. This distinction was dependent on the wishes
of the participant and the noise levels at the location of
the interview.
During the interviews and focus groups, the inter-
viewers checked understanding with the participants by
summarising points raised and checking for accuracy.
After each interview or focus group, the research team
met to review the data that was collected. Data from
transcriptions was analysed for themes. At any point
where there was new feedback, or a feedback that was
opposite to the previous feedback, the research team
Fig. 1 Knowledge To Action diagram. This diagram depicts the phases of the KTA framework with the “action cycles” in rectangles surrounding
the “knowledge creation” phase in a triangle. Adapted from Graham, I.D., et al. [18]
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discussed how to incorporate it based on current guide-
lines. The graphic designer was asked to incorporate all
the suggested changes from the participants. Finally, the
documents were reviewed by a local psychologist with a
special interest in obesity care as well as by a local diet-
ician to ensure the information provided was accurate
and complete.
This study was approved by the Australian National
University Human Research Ethics Committee protocol
number 2014/055, and the participants signed the con-
sent forms prior to giving their feedback.
Results
A total of 38 participants gave feedback on the
programme materials, and the details of the participants
are given in Table 3.
Knowledge creation
The contents of each of the books are outlined in
Table 1. Building on the recommendations of Fransen
et al. [16], we involved a graphic designer early in the
process to ensure that the layout and useability of the
documents were maximised. The name of the
programme, “The Change Program”, was developed
by the four clinical GPs. The team wanted a name
that sounded hopeful, did not overly emphasise
weight and built an idea that “lifestyle change” was
needed for better outcomes.
Recruitment process
Recruitment for this research proceeded smoothly and
easily. For the GPs, recruitment was most successful via
email through the general practice academic unit of the
medical school. This was more successful than newslet-
ter invitations or promotion at grand round meetings.
The GP registrars were approached via email on two
occasions and were asked to volunteer to attend their
training day early to give feedback. The recruitment of
consumer representatives occurred with only one email
to the Health Care Consumers’Association who then in-
stigated their usual processes for asking their volunteers
to be involved. This ease of recruitment reflects the
genuine interest in the management of obesity in
primary care in our local community. A few of the par-
ticipants from each of the stakeholder groups have
remained part of our research and now sit on our
research advisory committee.
Action phases
A majority of participants thought the programme
looked useable at face value.
Table 1 Contents of the GP handbook and patient workbook
GP handbook:
1. Welcome
2. Who is this programme for?
3. Work up
4. Why is it so hard to lose weight?
5. Nutrition
6. Physical activity
7. Behavioural interventions to support weight loss
8. Trouble shooting and communication
9. Medical causes for obesity
Patient workbook:
1. Welcome
2. Upcoming appointments
3. Goal setting
4. Measurements
5. Nutrition
6. Physical activity
7. Behavioural supports
8. Physical activity diary
9. Nutrition diary
10. Relapse prevention
Table 2 Outline of feedback sought from GP and consumer
representatives
Consumer feedback
1. Logistics including frequency of suggested appointments
2. Layout and name
3. Graphics and presentation
4. Goal setting page
a. Is the language appropriate?
b. Is it clear how to use the goal setting?
5. Overall impression
a. Would you like to try it?
General practitioner feedback
1. Logistics and information
a. Time commitment
b. Frequency of appointments
c. Is there information you would like that is missing?
d. Would you like an education programme that is aligned with
this programme?
2. Layout
3. Graphics
4. Indexing
a. Any obvious things missing from the index
5. Overall impression
a. Would you like to try it?
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…this is a great idea, and I think the GP's need to be
more involved in the whole conversation about
weight loss, 'cause I think in a lot of cases it's
something that it's too delicate, and what do I say,
and what if they get upset, and so nothing is said.
(Representative body 1)
This was especially so in the GP and GP trainee
groups with most asking if they could keep a copy of the
programme materials after their interview.
I think having something substantial that you can give
to patients is a really good idea [discussing patient
handbook] (GP registrar)
Assess barriers/supports to knowledge use
The GPs all stated that they would want an interface
that interacted with their computer software.
That’s always handy, if simply on the screen, 'cause
you look at them and then you do the things with the
patient and then you fill in your notes afterwards.
And that's really great. (GP registrar)
Based on this feedback, we developed a template that
could be adapted for the different programmes used in
our region. This provided a place to record appointment
information and gave the GP prompts for factsheets to
refer the patient to in their workbook.
None of the GPs interviewed wanted an education
programme associated with the toolkit.
Would you like an education program that is aligned
with this program’s delivery?
Not sure we would go. Isn’t that the point of the
workbook? (self-explanatory) (GP)
They described feeling overwhelmed at times with the
number of education events they were invited to participate
in. They wanted a set of resources that could be referred to
as needed, and they felt that there was enough information
in the handbook for them to be able to assist a patient.
None of the consumer representatives thought that the
programme looked like an unworkable idea. There were
some concerns about the logistics of the programme in-
cluding cost (both monetary and time) to the patient and
the feasibility of implementing it within general practice.
– wonders about practicalities i.e. would it be practical
to get into their GP that often? (consumer rep 1)
– thinks will depend upon flexibility of the GP and
wonders how likely is it that the GP will invest the
time or whether it would be sustainable for the GP
and wonders if there would be implications if
program not followed (consumer rep 2)
Field notes from the interviewer
The stakeholder representatives were not as positive
about the programme. There was concern that GPs
would not be able to implement the programme, that
GPs would lose focus on other important health condi-
tion management and that perhaps patients would not
want to see their GP for this sort of advice.
“Is it realistic to even think that people would use
their GP as someone who would help them in their
weight loss? Or would they be also looking at a
dietician to do the same thing? Or a coach?”
(Representative body 1)
“And I'd be really concerned if that happened to my
patients, that they be on a six to 12 month treatment
programme to sort their obesity out and then no-one
looked at their [chronic illness] in the meantime, and
they were allowed to continue to have high blood
sugars” (Representative body 2)
This feedback was quite opposite from what we saw
from the GP and consumer participants.
I love this book [patient handbook]. And if I had just
this book it would change the way I practice I think,
just to have a go to for… I like it a lot. (GP registrar)
Both the GPs and consumer participants were con-
cerned about the cost to the patient.
The GP's don't have a lot of time for things like this.
So I'm just sort of wondering here what would that
look like for the patient? Is this something that they
would be paying for themselves? Or is this something
Table 3 Details of participants
Participant Form of feedback Total number
General practitioner One-on-one interview 4
GP registrar Focus group 1 group with 14
attendees
General practitioner Focus group 3 groups
(3 GPs, 4 GPs, 4 GPs)
Healthcare consumer
representative
One-on-one interview 5
Representative bodies
for chronic illness
One-on-one interview 2
Dietician One-on-one interview 1
Psychologist One-on-one interview 1
Total—38
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that would be covered? Because I think it always
seemed to come down to how expensive, how much is
it going to cost for me to be able to do this?
(Representative body 1)
Adapt knowledge to local context
One group of GPs who worked with a defined vulnerable
population felt that the programme would not be helpful
in their population and would need modification for
their population group. If their population wanted to be
involved in a programme like this, our team would offer
to meet and tailor the programme as needed. From their
experience working in general primary care, they
thought it would be useful in that setting.
Some GPs felt that there was not enough prescrip-
tive information in the programme and they would
like more exact direction on how to structure each
programme. Other GPs liked the “looser” nature of
the set-up and felt that this allowed them to work
with what they knew about their patient and their
community. We took this on board and developed a
consultation schedule that had suggested topics and
actions for each visit. We had this in the front of the
GP handbook should any practitioner feel they
wanted this level of direction.
The booklet's not forcing you to do all this at the
same time or anything, it's just saying at… over a
period of time. So you've got freedom as the GP to
decide as you like. So if you judge the patient is
really throwing this at them up front is just going
to put a roadblock in the way straight away (GP
registrar)
Tailor intervention
Most GPs wanted more nutrition information particu-
larly relating calories eaten to the amount of physical ac-
tivity needed to burn it off. This was added as a new
factsheet in the patient workbook.
Some consumer representatives were worried that
there was too much text and the layout was not appeal-
ing. This feedback was acted on; readability was re-
evaluated, text boxes were added and more graphics
were inserted.
– thinks “really good, crisp and clear”; thinks too
dense (too much writing) and needs more breakout
boxes and pictures (consumer rep 1)
– Too much information to take in – needs more
pictures; Not much variation in colour or graphics;
“Looks boring and overwhelming (consumer rep 2)
Field notes from the interviewer
I like the idea though that everything is in the booklet
format, this is their little bible that they can use.
(Representative body 1)
The graphic designer was involved in making approxi-
mately ten different versions of the documents following
the participants’ feedback to incorporate the changes
suggested. The final feedback on the draft was sought
from a dietician and psychologist who both have a spe-
cial interest and expertise in obesity. Both found that the
information in the programme was correct for their
discipline-specific background. The psychologist was
particularly impressed at the detail around behavioural
interventions as they usually find this is lacking in many
current weight management programmes.
The dietician also felt that there was not enough nutri-
tion information and was a little surprised at the focus
on psychological interventions. They felt that we had a
lot of information telling the patient what not to eat but
not enough about good foods to eat. From this, we in-
cluded examples of daily menus that were consistent
with dietary guidelines.
The next step for “The Change Program” is a pilot im-
plementation trial based on Normalisation Process The-
ory [22] to assess feasibility, useability and acceptability
to both GPs and patients.
Discussion
By using a collaborative process such as this, we aim to
produce a toolkit for weight management in primary
care that is acceptable to both patients and GPs. Obesity
is currently not being recognised and managed in pri-
mary care as much as guidelines would recommend [3].
If we increase the treatment choices available to patients
and empower GPs with structured tools to be used, we
can improve the likelihood that obesity will be managed
within the primary care setting. As discussed previously,
as GPs are the first point of contact with the health sys-
tem, they have good reach into the community and need
supportive tools for management [3].
Our data has shown a keen interest from GPs and con-
sumer representatives on the role of GPs in managing
obesity in primary care. Representatives from chronic ill-
ness organisations were less positive about the overall
feasibility of such a weight management programme in
general practice. They were reflecting from a perspective
outside of the relationship between a GP and a patient
using their experience in management. We have taken the
views of the GPs and consumers as more reflective of the
population likely to use the programme. Although it is
possible that they were influenced to give positive answers
as they were interviewed by GPs, it is unlikely that every
person interviewed was similarly influenced and we re-
ceived some negative feedback from GPs on aspects of the
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programme that could be improved. This is an example of
the importance of reaching for feedback from multiple
sources especially those at the frontline to ensure their
perspectives are not missed.
Involving a graphic designer from the beginning of the
intervention development meant that our materials
looked attractive and easy to use. We were able to use
the skills of the graphic designer to incorporate changes
when we had feedback about the layout of the materials.
We would recommend working with a designer that is
happy to work via email, is accessible and is responsive
to changes suggested by your team.
The process for developing intervention studies is not
described very often in the literature [15]. By outlining
the details of the collaborative process we utilised, inter-
ested parties are able to trace the origins of the weight
management toolkit and what stakeholders had input. It
is also important for processes to be published so that
other researchers can learn from our experience in de-
veloping this complex intervention. Through transparent
reporting of development processes, it is possible that
research waste can be reduced by stopping repetition of
similar interventions or mistakes [15].
By starting with national guidelines for the management
of patients who are overweight and obese in primary care
[10], we have attempted to make our toolkit generalisable
to the Australian context. The stakeholders involved in the
action phases of our research were all drawn from our local
region. The Australian Capital Territory (ACT) has a popu-
lation that has a higher than average income compared to
the rest of Australia. The ACT also has the lowest rate of
“bulk-billing” for general practitioner services where the en-
tire consultation cost is covered by the national health in-
surance [23]. It is possible that the feedback from our local
region is not generalisable to a national level.
Using the KTA framework to describe the development
of clinical practice guidelines is well established [24]. Our
process informs a further use of the KTA framework where
the knowledge creation process begins with identification
of guidelines that are then synthesised. The initial know-
ledge creation process is completed with the development
of tools that can be used in the clinical decision-making
process. The action phases are used to strengthen
and develop the tools prior to the implementation of
the intervention. These initial action phases with
feedback from relevant stakeholders allow for some
problems with interventions to be identified prior to
the pilot-testing phase and for further testing of inter-
est in participants for the research project.
This co-creation with all relevant bodies and individuals
encourages ownership and interest in the research project.
Poor recruitment and response rates within research, espe-
cially of GPs, are often described with resultant research
waste [25]. Strategies to improve recruitment and retention
of GPs usually discuss methods of contact, incentivising
and having a colleague send the invitation [26, 27]. How-
ever, co-creation with practitioners is not mentioned as a
method for enhancing ownership, acceptance and support
of research. Our method of co-creation with GPs involved
in meaningful ways in early intervention development is
likely to enhance recruitment and participation.
Conclusion
By involving multiple different stakeholder groups, we
were able to produce programme materials for weight
management in primary care to be used by GPs in con-
sultation with their patients using a Knowledge To Ac-
tion framework. This process led to multiple changes in
our weight management materials including changes to
layout for readability, more detailed information on nu-
trition and more explicit instructions for the frequency
and content of appointments.
This programme supports increasing calls for in-
creased general practice involvement in obesity manage-
ment as the first point of call in the health system and
having the greatest reach into the community. The inter-
est of the primary care community and patients is testa-
ment to the ongoing research that is needed to better
support GPs in their management role for this difficult
health condition. These programme materials are now
being used in an implementation pilot study in five gen-
eral practices in the next step to assessing clinical effect-
iveness of such a programme.
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Chapter 5 
Feasibility and acceptability of a physician delivered weight management programme  
Reference: Sturgiss EA, Elmitt N, Haesler E, van Weel C, Douglas K. Feasibility and acceptability of a 
physician-delivered weight management programme. Family practice 2017;34(1):43-48 doi: 
10.1093/fampra/cmw105. 
 
 
The main aim of the six-month trial of The Change Program was to assess the feasibility and 
acceptability for both patients and GPs. We used concurrent triangulation mixed methods to assess 
feasibility and acceptability, guided by Normalisation Process Theory.  
 
Eligible patients were those aged over 18 years, with a Body Mass Index of over 25 but less than 40, 
and at least an intermediate risk of developing diabetes as measured by the AUSDRISK scale. Careful 
consideration was given to the eligibility of patients who had already developed diabetes. It was 
decided that is would be likely that their motivation for lifestyle change would be different to those 
patients without diabetes. Thus, patients with diabetes were not included so this is a study of the 
acceptability of The Change Program to patients who have not developed a chronic disease.  
 
This part of the doctoral work is part of the feasibility phase in the MRC guidelines. 
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Abstract
Background. Primary health care requires new approaches to assist patients with overweight and 
obesity. This is a particular concern for patients with limited access to specialist or allied health 
services due to financial cost or location. The Change Program is a toolkit that provides a structured 
approach for GPs working with patients on weight management.
Objective. To assess the acceptability and feasibility of a GP-delivered weight management 
programme.
Methods. A feasibility trial in five Australian general practices with 12 GPs and 23 patients. Mixed 
methods were used to assess the objective through participant interviews, online surveys and 
the NOrmalization MeAsure Development (NoMAD) tool based on Normalization Process Theory. 
Content analysis of interviews is presented alongside Likert scales, free text and the NoMAD tool.
Results. The Change Program was acceptable to most GPs and patients. It was best suited to 
patient–GP dyads where the patient felt a strong preference for GP involvement. Patients’ main 
concerns were the time and possible cost associated with the programme if run outside a research 
setting. For sustainable implementation, it would have been preferable to recruit a whole practice 
rather than single GPs to enable activation of systems to support the programme.
Conclusion. A GP-delivered weight management programme is feasible and acceptable for 
patients with obesity in Australian primary health care. The addition of this structured toolkit to 
support GPs is particularly important for patients with a strong preference for GP involvement or 
who are unable to access other resources due to cost or location.
Key words:  General practice, health promotion, obesity, patient-centred care, pilot study, primary health care.
Introduction 
Obesity is a global health challenge responsible for an estimated 2.8 
million deaths annually and 35.8 million lost disability-adjusted life 
years (1). Reversing the rising prevalence of obesity requires complex 
multilevel responses (2). While population-based strategies are critical, 
optimizing care for those individuals who already have weight problems 
is necessary. Although multidisciplinary care is the preferred framework 
for patients with obesity, this is not always available. Location (e.g. rural 
communities), cost, patient time pressures or preference (3) may neces-
sitate the involvement of the GP in weight management (4).
In the Australian health care system, GPs are the first con-
tact point and provide management based on the principles of 
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person-centeredness, whole person and longitudinal care. In 
Australia, 85% of the population visit a GP annually and a majority 
report attending a regular general practice (5). Due to the Australian 
universal medical insurance scheme, Medicare, 85% of GP consulta-
tions are provided at no cost at the point of care (5).
Internationally there has been increasing interest in the expert 
generalist service provided by GPs and family doctors (6). Expert 
generalism describes the ability to care for any person, with any 
disease, leveraging knowledge of that person’s social connections 
(6). Regarding obesity, this equates to the GP providing nutrition, 
physical activity and behavioural interventions in the context 
of the patient’s entire medical, social and psychological history. 
Robust primary health care is associated with improved patient 
outcomes at a lower cost to the community compared to ter-
tiary care (7); however, this has yet to be fully realized in obesity 
management.
The process for developing The Change Program toolkit has 
been reported previously (8). Initially, a review of current Australian 
obesity clinical practice guidelines was undertaken to synthesize 
evidence-based best practice (9). This synthesis was used to develop 
a practical toolkit (The Change Program) in collaboration with prac-
ticing GPs, dieticians, psychologists and consumers using recognized 
principles of evidence translation (8).
Feasibility studies are undertaken to determine the worth of pur-
suing larger effectiveness trials (10). In complex interventions in pri-
mary health care, stepwise assessment can reduce the likelihood of 
trial failure due to implementation issues (11). The aims of this trial 
were to assess:
(1) feasibility of a GP-delivered weight management programme,
(2) acceptability of such a programme to both patients and GPs and
(3) implementation of the study protocol by exploring recruitment 
processes, dropout rates and time frames.
Methods
General practitioner recruitment
This feasibility trial recruited individual GPs via an email to the 
University’s network, which includes ~700 GPs from the Australian 
Capital Territory and New South Wales. Fully qualified GPs were 
eligible if they worked at least 1 day per week. Once recruited, GPs 
were asked to recruit another GP in their practice.
Patient recruitment
At least two eligible patients were recruited by GPs during con-
sultations initiated by patients for any reason. Informed consent 
was obtained. Inclusion criteria for patients were age 18–65 years, 
English literate, body mass index (BMI) of >25 kg/m2 and <40 kg/m2, 
at least three appointments with the GP in the previous 2 years as 
a surrogate marker for regular general practice, no past or sched-
uled bariatric surgery and intermediate or high risk of developing 
diabetes using the Australian Type 2 Diabetes Risk Assessment Tool 
(AUSDRISK) indicating metabolic risk associated with overweight 
and obesity (12). The AUSDRISK tool is commonly used in Australia 
to assess lifetime risk of diabetes and includes demographic, anthro-
pometric and relevant history.
Exclusion criteria were uncontrolled medical or mental health 
condition, history of diabetes, congestive heart failure, chronic renal 
failure, chronic obstructive pulmonary disease, significant immobil-
ity, history of an eating disorder, current pregnancy or breastfeeding 
and taking weight loss medications. This programme was aimed at 
primary prevention, and therefore patients with a diagnosed chronic 
illness were excluded. Hypertension, dyslipidaemia and glucose 
intolerance were not exclusion criteria. The research team deter-
mined that patients in the secondary prevention phase of obesity care 
have different motivations for change than those in primary preven-
tion phase. The eligibility criteria were altered to allow patients to 
be recruited with a BMI up to 42 kg/m2 at the request of some GPs. 
Patients consulted their GP in their usual location.
Weight management programme
The Change Program toolkit includes the GP handbook (40 pages 
of reference material), patient workbook (64 pages of patient infor-
mation and worksheets) and a computer template interactive with 
clinical software (8). The patient workbook contains educational 
factsheets and exercises based on cognitive behavioural therapy (CBT) 
and mindfulness. The GP handbook provides information on obesity, 
motivational interviewing and CBT techniques. The computer tem-
plate captured all aspects of the consultation including those unrelated 
to the weight management programme. The management of other 
health problems during a weight consultation was at the discretion 
of the GP. The research team paid GPs $65 for consultations up to 20 
minutes and $120 for >20 minutes consistent with time-based pay-
ments for GP services in Australia. The amount paid reflected the aver-
age private billing rate for GP practices in our region.
Sample size
To assess the inter- and intra-practice variability for a future clus-
ter randomized trial, a minimum of 20 patients were required in 
5 practices with at least 2 GPs per practice. This will allow for the 
determination of the intra-class coefficient.
Outcomes
The primary outcomes of interest were the feasibility and accept-
ability of The Change Program. At 3  months, patients completed 
an online survey that consisted of Likert scales and open text to 
assess acceptability of elements of the programme, including the 
programme materials, the process of working with their GP and 
overall regard for the programme. The recently developed quantita-
tive NOrmalization MeAsure Development (NoMAD) tool (13) was 
administered online to GPs at 6 months to evaluate the implementa-
tion process using descriptive statistics.
The NoMAD tool was chosen as it is the first quantitative 
measure based on Normalization Process Theory (NPT). The NPT 
describes four constructs: Coherence (sense-making of new prac-
tices), Cognitive Participation (building working relationships 
around new practices), Collective Action (operationalizing a new 
practice), and Reflexive Monitoring (ability to reflect on the new 
practice). The NoMAD tool allows for comparison between indi-
viduals across the four key concepts of NPT using Likert scales. The 
tool was adapted in line with the developer’s recommendations.
A nested qualitative evaluation was also conducted via proforma 
interviews. Interviews were conducted by a member of the research 
team (GP or research officer) at the conclusion of the study in a 
location convenient for the participant. The interviews were audio-
recorded and transcribed verbatim. The research team developed an 
a priori thematic framework based on the study aims of measur-
ing acceptability and feasibility (see Supplementary Table S1). Two 
researchers (ES and NE) performed content analysis on the inter-
view transcripts using this framework. The number of appointments 
attended, time spent in consultations, recruitment and dropout rates 
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were recorded in a computer template and reported in descriptive 
statistics to assess the research protocol.
Results
Recruitment of GPs commenced in April 2015 and was complete in 
4 days. The 12 recruited GPs had an average 12 years of experience 
(range 4–30  years). The GPs worked in four urban practices and 
one rural practice. Due to unexpected leave, 1 GP did not recruit 
any patients, and the 11 remaining GPs recruited 23 patients (20 
women, 3 men) over 4 months (see Table 1). Three patients formally 
withdrew by 3 months and one patient was lost to follow up, with 
only the information from their GP computer template available for 
analysis (see Fig. 1).
There was a good response rate to all of the survey and interview 
items. All GPs completed interviews at time 0 and 6 months, and 10 
of 11 GPs completed the NoMAD survey online. At time 0, 22 of 
23 patients completed the online survey, 17 of 20 at 3 months, 15 
out of 20 at 6 months and 15 out of 20 completed the end of study 
interview. At least four attempts (via phone or email) were made to 
follow up survey and interview non-responders.
From the computer template, it was found that on average 
patients attended 6.5 appointments. The average consultation length 
was 25.6 minutes (range 11–60 minutes, median 24 minutes, inter-
quartile range 15 minutes). First consultations were significantly 
longer than subsequent consultations, 33.9 minutes [95% confi-
dence interval (95% CI)  =  30.0–37.8 minutes] and 23.7 minutes 
(95% CI = 21.8–25.5 minutes), respectively. The GPs recorded the 
management of 44 other health-related items during the consulta-
tions in addition to the weight management programme (e.g. preven-
tative health, acute illness and follow up after hospital admission) 
reflecting the expert generalist nature of general practice. In three 
consultations the GP deemed it inappropriate to discuss weight 
related issues due to acute distress.
Patient and general practitioner acceptability
In the 3-month online survey, 11 of 17 (65%) patients either agreed 
or strongly agreed that The Change Program was helpful, and 14 
(82%) either agreed or strongly agreed that they would recommend 
it to a friend. In the 6-month online survey, 6 out of 10 (60%) GPs 
indicated that it would become part of their regular work if available 
(8/10 rating or more).
In the 6-month interviews, almost all the GPs and a majority of 
the patients found The Change Program an acceptable concept.
I really enjoyed it; I think it’s been fantastic. …I will be contin-
uing, I’m going to make an appointment over the next two or 
three months and I will continue until I hopefully reach my goals. 
(Patient 20)
I’ve enjoyed it, I just needed something, I needed another way. 
I’ve done [commercial weight loss program] and I’ve done the 
gym and…but it was always fairly quick and then I’d put weight 
back on. (Patient 22)
In interviews, the GPs provided positive feedback on the formalized 
structure of the programme and the patient workbook.
It was good. It was good to have a structure. (GP 22A)
Yes I would (use it in the future). …I’m a fan of the handout, 
and it’s nice to have something to give people. (GP 24B)
The role of the GP relationship was explored in the interviews with 
the patients. This relationship was important for many patients and 
corresponded to attendance at more appointments and longer time 
in the programme.
I think you’ve already got a rapport with them and they under-
stand your history. (Patient 18)
I think (The Change Program) probably strengthened (my 
relationship with my GP). …she spent a lot of time with me, and 
she seemed very conscientious about the whole thing. (Patient 14)
The doctor knows that this is a long term commitment. 
(Patient 20)
Feasibility
Future cost, outside the research setting, was a common patient con-
cern. Most patients said that any out of pocket costs for appoint-
ments would prohibit them from participating fully.
When you had to go in fortnightly, I probably wouldn’t if I had to 
pay for that myself. I wouldn’t have done it fortnightly, I would 
probably do every six weeks or something like that. (Patient 7)
A few patients reported challenges with getting time off work or get-
ting an appointment with their GP.
Doctors tend to be rare entities for being able to get to appoint-
ments with, …the last appointment I had to cancel it because of 
work and then of course, work cancelled the trip that they were 
sending me on…I was not happy. (Patient 18)
Patient withdrawals
Three female patients formally withdrew from study, and a further 
three female patients attended four appointments or fewer. These 
patients had appointments that were an average of 27.9 minutes 
(95% CI = 22.4–33.4 minutes), which was not significantly different 
from those patients that remained in the programme. These patients 
were less favourable about the programme overall.
I don’t think I found it particularly useful. It was useful in terms 
of I had the fortnightly goals to work toward, but I didn’t find the 
program itself particularly useful. (Patient 5)
Table 1. Feasibility study of a general practitioner-delivered weight management programme, patient demographic and characteristics at 
the start of the study (n = 23) 
Gender 20 women 3 men
Age <45 years = 8 45–54 years = 9
55–64 years = 6
AUSDRISK score 8 intermediate risk 15 high risk
Any previous weight loss attempts: NR = 5 Yes = 17 No = 1
Weight Mean 100.2 kg (median 97.8) SD 12.1 (range 78.2–134.1 kg)
Body mass index Mean 35.7 kg/m2 (median 35.1) SD 3.3 (range 29.2–42.9 kg/m2)
Waist circumference mean 108.5 cm (median 108) SD 8.4 (range 90–132.0 cm)
AUSDRISK, Australian Type 2 Diabetes Risk Assessment Tool; NR, not recorded; SD, standard deviation.
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Two patients expressed guilt about seeing their GP and felt they were 
overusing their GP’s time.
I must admit I felt frequently embarrassed that I was taking up a 
lot of my GP’s time. (Patient 8)
One patient withdrew at time 0 as they felt the program was not 
within a GP’s scope of practice.
To me a GP is…, the one stop shop of ‘OK where do we go from 
here?’ You know, if you’ve got something serious you go else-
where. (Patient 17)
Programme implementation
At the end of the trial the NoMAD instrument was administered 
to the GPs to assess implementation (see Fig.  2). All 10 (100%) 
GPs saw the potential value of The Change Program in their ongo-
ing work. However, only 4 out of the 10 (40%) GP respondents 
believed the other staff in their practice had an understanding of 
The Change Program. Four out of nine GPs (55%) wanted further 
resources and training to aid implementation. Every GP (100%) 
viewed the programme as a legitimate part of their professional role, 
and all 10 (100%) GPs indicated they would continue to support 
the programme.
Study protocol
Patient recruitment issues that were identified by the research team 
for the GPs included time limitations, GPs waiting for disadvan-
taged patients who could benefit from the free appointments that 
this research offered, a lack of willingness to discuss with all eligi-
ble patients and finding patients that matched the selection criteria. 
In particular, the GPs reported that finding patients with a BMI < 
40 kg/m2 and without diabetes was particularly challenging. Two of 
the GPs did not use the computer template for recording consulta-
tions due to poor interactivity and usability of the template.
The interviews also allowed the participants to make suggestions 
about how the programme materials could be improved. Suggestions 
for improvements included a request for more recipes, reordering 
of topics in the patient handbook, improved tabulation for ease of 
finding materials and incorporation of the behavioural supports 
throughout the book.
Conclusions
The Change Program was acceptable to most GPs and patients 
involved in this feasibility trial based on both quantitative and quali-
tative data. The GPs reported that the structure of the programme 
and the patient handbook assisted them in the management of obe-
sity. Patients who had a strong preference for the involvement of 
their GP were especially positive about the experience. The Change 
Program provides GPs and patients a straightforward, structured 
package to manage obesity in the general practice setting.
Regarding feasibility, the study protocol might be improved if 
the entire practice is aware of the programme and its aims rather 
than individual GPs. This would allow for whole of practice systems, 
such as appointment bookings and recalls, to be engaged in the pro-
cess. Also, direct advertising of the research opportunity to patient in 
waiting rooms may improve recruitment. The programme materials 
have also been enhanced based on feedback from all participants.
This study is the first time a GP-delivered weight management 
programme has been trialled in Australia and is one of few exam-
ples of GP involvement in delivering an obesity intervention. As GPs 
are generalists, they can incorporate obesity management within the 
treatment of other acute and chronic health issues. In this feasibility 
study, GPs managed other health issues ranging from acute illness to 
preventive care within the same consultation as addressing weight 
loss. Comprehensive and coordinated care is central to quality gen-
eral practice and offers economic benefit because more issues are 
covered within one consultation. Involving GPs in obesity manage-
ment is likely to offer benefits often seen with holistic health man-
agement and care that is not fragmented (14).
The strong preference shown from most of the patients for their 
GPs’ involvement in weight management reflects other surveys of 
patients in primary care (3,15). It seems that there may be thera-
peutic benefit for patients working closely with a trusted health prac-
titioner with whom they have an ongoing relationship (16). Strong 
and collaborative patient–GP relationships are likely to be a resource 
to leverage for long-term lifestyle behaviour change. The therapeutic 
relationship between patient and practitioner is worthy of further 
research to determine its association with successful weight manage-
ment in primary health care.
This study demonstrates that it is acceptable and feasible for 
GPs to assist their patients with overweight and obesity if they 
Figure 1. Patient recruitment and retention.
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are afforded the time and appropriately remunerated. The reluc-
tance reported by patients to cover the costs of the programme 
themselves needs further evaluation during a large-scale rollout. 
The payment structure in the study rewarded GPs for spending 
more time with patients leading to a long average consultation 
compared to Australian norms (17). However, unrelated items, 
such as preventive health and acute illness, were managed across 
the consultations in addition to weight management. In future, 
research investigating clinical outcomes of The Change Program, 
the time spent in consultations and the model of remuneration will 
be evaluated.
This was a small sample of patients from two regions in 
Australia. It is possible that the GPs recruited to the study were 
particularly interested in weight management, and their views 
of the programme may not reflect that of all GPs. The age of 
the patients involved were representative of Australian general 
practice with the peak age for accessing GP services 45–64 years 
(18). However, 87% were women, which is a higher proportion 
Figure 2. Views from GP participants at the end of the feasibility study (6 months) using the NOrmalization MeAsure Development (NoMAD) tool.
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than the average general practice population. None of the male 
patients withdrew from the study. Gender specific issues could be 
explored as part of a larger effectiveness trial.
A strength of The Change Program is that the vast majority of 
patients had previously tried to lose weight. This demonstrates that 
even patients with previous weight loss attempts were still motivated 
to engage with this programme. A further strength of the study is 
the mixed methods approach to the analysis that gives depth to the 
findings and a firm platform from which to build future work. The 
validity and reliability of the NoMAD tool have not been published 
by the developers. However, the tool outcomes were consistent with 
the qualitative data in this trial.
The Change Program was acceptable and feasible for both 
patients and GPs. Increasing the involvement of GPs in obe-
sity management can reduce health care fragmentation through 
holistic, person-centred care that epitomizes excellence in general 
practice.
Supplementary material
Supplementary material is available at Family Practice online.
Declaration
Funding: Australian Primary Health Care Research Institute via a Foundation 
Grant.
Ethical approval: the study was approved by Australian National University 
Human Research Ethics Committee, and the trial was prospectively registered 
at Australian New Zealand Clinical Trials Registry ACTRN12614001192673.
Conflict of interest: none.
Acknowledgements
We thank the participants, both patients and GPs, whose enthusiasm and com-
mitment made this feasibility trial possible.
References
 1. World Health Organisation. Obesity: Situation and Trends. 2015. http://
www.who.int/gho/ncd/risk_factors/obesity_text/en/ (accessed on May 
2016).
 2. Government Office for Science. Tackling obesities: future choices – obesity 
system atlas. UK: United Kingdom Government, 2007. https://www.gov.
uk/government/uploads/system/uploads/attachment_data/file/295153/07-
1177-obesity-system-atlas.pdf (accessed on 7 October 2016).
 3. Tan D, Zwar NA, Dennis SM, Vagholkar S. Weight management in general 
practice: what do patients want? Med J Aust 2006; 185: 73–5.
 4. Jansen S, Desbrow B, Ball L. Obesity management by general practition-
ers: the unavoidable necessity. Aust J Prim Health 2015; 21: 366–8.
 5. McRae I, Yen L, Gillespie J, Douglas K. Patient affiliation with GPs in 
Australia—who is and who is not and does it matter? Health Policy 2011; 
103: 16–23.
 6. Reeve J, Irving G, Freeman G. Dismantling Lord Moran’s ladder: the pri-
mary care expert generalist. Br J Gen Pract 2013; 63: 34–5.
 7. Starfield B, Shi L, Macinko J. Contributions of primary care to health sys-
tems and health. Milbank Q 2005; 83: 457–502.
 8. Sturgiss E, Douglas K. A collaborative process for developing a weight 
management toolkit for general practitioners in Australia—an interven-
tion development study using the Knowledge To Action framework. Pilot 
Feasibil Stud 2016; 2: 20. doi:10.1186/s40814-016-0060-4.
 9. Sturgiss E, Douglas K, Kathage R, Res S. A synthesis of selected national 
Australian guidelines on the management of adult patients who are over-
weight or obese. Aust Fam Physician 2016; 45: 327–31.
 10. Eldridge SM, Lancaster GA, Campbell MJ et al. Defining feasibility and 
pilot studies in preparation for randomised controlled trials: development 
of a conceptual framework. PLoS One 2016; 11: e0150205.
 11. Developing and Evaluating Complex Interventions: New Guidance. Lon-
don, UK: Medical Research Council, 2006.
 12. Australian Type 2 Diabetes Risk Assessment Tool (AUSDRISK). 2013. http://
www.health.gov.au/preventionoftype2diabetes (accessed on October 2016).
 13. Finch TL, Girling M, May CR et al. NoMAD: Implementation Measure 
Based on Normalization Process Theory. 2015. http://www.normalization-
process.org/ (accessed on October 2016).
 14. Stange KC. The problem of fragmentation and the need for integrative 
solutions. Ann Fam Med 2009; 7: 100–3.
 15. van Dillen SM, Hiddink GJ, Koelen MA, de Graaf C, van Woerkum CM. 
Perceived relevance and information needs regarding food topics and pre-
ferred information sources among Dutch adults: results of a quantitative 
consumer study. Eur J Clin Nutr 2004; 58: 1306–13.
 16. Stewart M, Brown JB, Donner A et al. The impact of patient-centered care 
on outcomes. J Fam Pract 2000; 49: 796–804.
 17. Britt H, Valenti L, Miller G. Time for care. Length of general practice con-
sultations in Australia. Aust Fam Physician 2002; 31: 876–80.
 18. Britt H, Miller GC, Henderson J et al. General Practice Activity in Australia 
2014–15. Sydney, New South Wales, Australia: University of Sydney, 2015.
6 Family Practice, 2016, Vol. 00, No. 00
 at T
he A
ustralian N
ational U
niversity on O
ctober 17, 2016
http://fam
pra.oxfordjournals.org/
D
ow
nloaded from
 
93
 
 
 
Chapter 6 
Increasing general practitioners’ confidence and self-efficacy in managing obesity: a mixed methods 
study   
Reference: Sturgiss E, Haesler E, Elmitt N, van Weel C, Douglas K. Increasing general practitioners' 
confidence and self-efficacy in managing obesity: a mixed methods study. BMJOpen 
2017;7(1):e014314 doi: 10.1136/bmjopen-2016-014314. 
 
Both Australian and international literature point to the low confidence of GPs when faced with 
management of a patient with obesity. In this concurrent triangulation mixed methods paper, focus 
is on the self-efficacy of GPs and is informed by Bandura’s social cognitive theory. We find that 
providing GPs with an experience where they feel they have achieved something with their patient 
(i.e. a “performance mastery” experience) improved their confidence, and their description of how 
they manage obesity in their daily practice.  
Often interventions are evaluated using a clinical competency framework, however this work uses 
an alternative approach by exploring the clinician’s own view of their competence, and efficacy. This 
is a novel application of Bandura’s theory which is usually applied to patients, but not to the 
practitioner. Social Cognitive Theory is the most commonly used theoretical framework in any 
behaviour change intervention and has the most evidence associated with changing outcomes. In 
this paper, this is referred to as the “professional self-efficacy” for obesity management. It is argued 
that if GPs have low self-efficacy for obesity management, they will be less likely to raise obesity as 
an issue with patients and follow through with appropriate care.  
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ABSTRACT
Objectives: Internationally, general practitioners (GPs)
are being encouraged to take an active role in the care
of their patients with obesity, but as yet there are few
tools for them to implement within their clinics. This
study assessed the self-efficacy and confidence of GPs
before and after implementing a weight management
programme in their practice.
Design: Nested mixed methods study within a 6-
month feasibility trial.
Setting: 4 urban general practices and 1 rural general
practice in Australia.
Participants: All vocationally registered GPs in the
local region were eligible and invited to participate; 12
GPs were recruited and 11 completed the study.
Interventions: The Change Programme is a
structured GP-delivered weight management
programme that uses the therapeutic relationship
between the patient and their GP to provide holistic
and person-centred care. It is an evidence-based
programme founded on Australian guidelines for the
management of obesity in primary care.
Primary outcome measures: Self-efficacy and
confidence of the GPs when managing obesity was
measured using a quantitative survey consisting of
Likert scales in conjunction with pro forma interviews.
Results: In line with social cognitive theory, GPs who
experienced performance mastery during the pilot
intervention had an increase in their confidence and self-
efficacy. In particular, confidence in assisting and
arranging care for patients was improved as demonstrated
in the survey and supported by the qualitative data. Most
importantly from the qualitative data, GPs described
changing their usual practice and felt more confident to
discuss obesity with all of their patients.
Conclusions: A structured management tool for obesity
care in general practice can improve GP confidence and
self-efficacy in managing obesity. Enhancing GP
‘professional self-efficacy’ is the first step to improving
obesity management within general practice.
Trial registration number: ACTRN12614001192673;
Results.
BACKGROUND
Throughout international healthcare
systems, obesity has become an increasingly
important risk factor for the development of
chronic illness. The global prevalence of dia-
betes alone has risen from 4.7% in 1980 to
8.5% in 2014, primarily due to obesity rates.1
Obesity has an impact on the health of an
individual, physically and psychologically, as
well as increasing community healthcare costs
and indirect economic costs.2 Approaches to
assist people who are living with obesity are
clearly needed.
General practitioners (GPs), also known as
family doctors, have a vital role to play in
health promotion for their patients.3–5
Internationally, health promotion is a funda-
mental component of specialty training pro-
grammes for GPs.6–9 GPs are expected to
promote lifestyle measures that prevent
disease and enhance health and have demon-
strated previous success in this goal. For
example, GPs have been instrumental in
the reduction in smoking rates10 and admin-
istration of immunisation programmes,11 and
are a respected source of nutrition advice.4 12
GPs regularly provide lifestyle advice to
patients when managing chronic illnesses such
as diabetes, heart disease and arthritis.13
The majority of obesity management inter-
ventions in primary care focus on the GP
delegating appropriate care to other health
practitioners or into external services.14
Despite this, there are many reasons why an
Strengths and limitations of this study
▪ The study used social cognitive theory which
has been broadly studied in the health promotion
setting.
▪ The management of obesity is an important
issue in the primary healthcare setting.
▪ The mixed methods approach, using quantitative
survey plus qualitative interviews, strengthens
the study.
▪ The small sample of self-selecting general practi-
tioners is a limitation of the study.
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individual patient may prefer to see their GP for obesity
management rather than an external provider. Cost,
patient preference and, particularly in rural settings,
access and availability are recognised as factors influen-
cing patient preference for management within general
practice.5 However, with respect to obesity management,
GPs have reported low confidence in their ability to
have an impact on their patients’ outcomes.15 Reasons
for this include lack of consultation time, feeling poorly
trained in this clinical area and being unconvinced that
their intervention will change patient behaviour.15
The ‘5As’ is generally the approach recommended to
GPs for structuring the management of patients living
with obesity.16 This framework encourages GPs to ‘Ask’
permission from the patient, ‘Assess’ the individual,
provide ‘Advice’ on health impacts and treatments avail-
able, ‘Agree’ with the patient on the best way forward
and ‘Assist’ them in accessing the services they need.16 A
cross-sectional analysis of consultations using the 5As
approach has demonstrated that GPs are less likely to
‘Assist’ and ‘Arrange’ and more likely to only ‘Ask’ and
‘Assess’.16 It is reported that patients who receive care
that includes the ‘Assist’ and ‘Arrange’ components of
the 5As framework are more likely to change their behav-
iour.17 Thus, it is suggested that GPs require support to
provide care that incorporates all five ‘As’. Although this
framework may be simplistic and is undoubtedly influ-
enced by a patient’s motivation to change,18 it continues
to be the most referenced approach in the literature.16
Social cognitive theory (SCT) links self-efficacy to an
individual’s health behaviours and lifestyle.19
Traditionally, it is used in health promotion fields to
explain a patient’s ability to start and sustain new habits.
Change occurs through a patient’s belief that they can
perform the required new behaviour (efficacy expect-
ation) and that this new behaviour will lead to the
desired health outcome (outcome expectation). The
strongest influence on self-efficacy is ‘performance
mastery’, in which the experience of having a successful
outcome from a personal action provides confidence in
one’s ability.19
GPs provide interventions that enhance ‘patients’ self-
efficacy’ to achieve behaviour change. It is probable that
GPs with low confidence in providing an intervention
would have difficulty in supporting patients to take
control of their own health. Confidence is distinct from
self-efficacy in that self-efficacy is a concept bound in
theory that describes levels of belief as well as capability,
whereas confidence is a non-specific term for describing
someone’s belief in a thing.20 The likelihood of patient
behaviour change is therefore related to the GPs’ ‘pro-
fessional self-efficacy’ to deliver an intervention. For that
reason, it is important to address GPs’ ‘professional self-
efficacy’ as a precondition for promoting self-efficacy in
patients.
SCT can also provide a useful theoretical framework
for understanding GPs’ views on obesity management.19
A GP who has low self-efficacy to assist patients is likely
to be heavily influenced by their previous experience of
poor outcomes.15 Efficacy expectation from SCT can be
used to describe the GP’s belief that they have the skills
to provide obesity management for a patient. Outcome
expectation from SCT can be related to the GP’s belief
that their management will lead to patient behaviour
change. We hypothesise that providing GPs with a ‘per-
formance mastery’ experience is likely to affect their
self-efficacy for assisting patients living with obesity.
The Change Programme is a GP-delivered weight
management programme that was developed based on
Australian guidelines21 for the management of obesity
in primary healthcare.22 The programme consists of a
GP handbook, patient workbook and computer tem-
plate.23 The suggested schedule is appointments every
2 weeks for 3 months followed by less frequent consulta-
tions for up to 2 years. The Change Programme is based
on one of the pillars of general practice—‘patient-
centredness’. For this reason, there are no directive
patient goals. For each patient, the GP works with them
as an individual. Some will have goals around physical
activity, nutrition, for others, it will be time management
and social connection. The programme is based on prin-
ciples of self-management24 in which the enhancement
of a patient’s ability to self-care reduces the conse-
quences of living with a chronic illness, and capitalises
on the therapeutic potential of being cared for by a
regular health practitioner.25
The aim of this study was to describe the impact of
participating in a pilot intervention for obesity manage-
ment, The Change Programme, on the self-efficacy and
confidence of Australian GPs.
METHODS
This mixed methods study of GP self-efficacy was embed-
ded within a 6-month pilot study of weight management
in general practice. The ANU Human Research Ethics
Committee approved this study. Informed, written
consent was obtained from each of the participants.
Approximately 700 local GPs on the contact list of the
academic unit of general practice were invited to partici-
pate in the study. We aimed to recruit 10 GPs working in
5 different general practices for this initial pilot study
and this was achieved within 4 days. We recruited GPs in
the order that they expressed interest. Once five general
practices were recruited, we ceased accepting expres-
sions of interest. Within these 5 general practices, 12
self-selecting GPs were recruited and then each
recruited at least 2 adult patients from those that pre-
sented to their practice for any reason.
The patients initially attended appointments every
2 weeks, with less frequent appointments as the pro-
gramme continued. The patient handbook contains fact-
sheets with information on obesity, worksheets based on
cognitive–behavioural therapy and mindfulness, nutri-
tional and physical activity diaries, and worksheets to
record goal setting. The consultation content was
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directed by individual patient needs and included nutri-
tion, physical activity and behavioural support manage-
ment (eg, stimulus control, goal setting, self-monitoring,
cognitive restructuring, problem solving). The GPs were
not directed as to whether they should complete the
patient handbook within consultation time, or set it as
work to do between sessions. The GPs were not offered
any training beyond the written handbook as in earlier
qualitative work GPs stated they did not want a pro-
gramme that required additional training.23
Evaluation of the study outcomes included a quantita-
tive survey consisting of Likert scales in conjunction with
pro forma interviews. The GPs were also asked to com-
plete a survey containing questions related to self-
efficacy, each rated on a four-point Likert scale. A four-
point Likert scale was chosen to avoid having a middle
response. The survey was based on validated tools for
self-efficacy26–28 and has been published in full previ-
ously.15 Likert net stacked distribution graphs were used
to compare the pre and postsurvey results as they
provide an excellent graphical representation of data.
Hypothesis testing was not completed due to the small
sample size and the graphs should be considered as
descriptive, non-inferential statistics of change.
The survey was used as a platform for interviews con-
ducted with GPs at the initiation and conclusion of the
pilot intervention; changes in the GPs’ confidence, clin-
ical practice and sense of self-efficacy were discussed.
Pro forma interviews were conducted by a GP researcher
in a location convenient to the GP participants. The
interviews were audiotaped and transcribed verbatim by
a professional transcribing service. Two authors (ES,
NE) independently reviewed deidentified transcripts in
Microsoft Word for three preidentified themes: confi-
dence, self-efficacy and change in clinical practice.
These themes were based on SCT and the pro forma
interviews were structured to gather this information.
The only other information that was offered in the inter-
views was possible improvements to The Change
Programme and this has been presented elsewhere.29
The review findings were discussed between the two
authors until consensus was reached.
The qualitative results related to GP self-efficacy at the
beginning of the pilot have been previously reported.15
This paper will report on the self-efficacy questionnaire
responses from the GPs at the beginning and end of the
6-month pilot, as well as the qualitative interview data
from the end of the pilot.
RESULTS
The 12 GPs practised in 5 different general practices, 1
rural and 4 urban, and had between 4 and 30 years clin-
ical experience. One GP went on unexpected leave and
did not recruit any patients, while another GP recruited
three patients. All of the GPs who recruited patients
were interviewed and completed the survey at the end of
the trial.
There was an improvement in the Likert scale values
across almost all indicators (see figures 1–3) in the post-
pilot surveys. In each figure, the median response is indi-
cated by the black line and the width of the coloured
bar represents the mode. Outcome expectations, in
which the GP is confident that their approach to obesity
will lead to better health outcomes, are demonstrated in
figure 1. Both the median score for the GPs’ perceptions
that counselling made a difference to patient behaviour
and the median score for belief that the GP can
empower a patient to change their behaviour indicated
improvements in GPs’ expectations of outcomes.
Efficacy expectations, in which the GP is confident that
they can assist a patient to change their behaviour, are
demonstrated in figures 2 and 3. Figure 2 focuses on the
‘Assess’ and ‘Advise’ phases of the 5As framework with
improvement in the number of GPs who agree or strongly
agree, particularly for nutrition counselling. Figure 3 has
items relating to the ‘Assist’ and ‘Arrange’ phases of the
5As with improvements in the median Likert score across
all questions, including identifying barriers, tailoring a
plan to an individual and addressing obstacles to change.
The qualitative interview data supported the survey
results with most GPs reporting an improvement in their
overall confidence when managing patients with obesity.
I think I’m more confident to know where to start in
assessing the patient in terms of sort of things that are
contributing to overweight and obesity, and their readi-
ness for change, and then starting to set some goals with
them and working towards those goals, and being able to
give them more specific suggestions for change and what
they might work on. (GP-D)
Specifically, some GPs stated that the access to a struc-
tured toolkit helped them to feel more confident in
their management.
I think it’s given me some [confidence]…perhaps some
more tools and resources, which has been helpful.
(GP-H)
The GPs also reported an improvement in self-efficacy
for obesity management. This was due to seeing changes
in their patients which then gave them confidence in
the work they were doing.
I feel very encouraged by the results. I think the results
[have] been good, and … I think I was effective in these
three patients. (GP-L)
In the interviews, GPs recognised a change from their
usual clinical practice after taking part in the pilot study.
Examples given included an increase in their clinical
knowledge, improvements in individualising care and
increasing frequency of consultations.
I talk a bit more about the plateauing, because that was
something I wasn’t that aware of. And so that’s really
helpful, I think, in talking to other [patients]. (GP-SP)
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I think it’s just a general change in my practice over the
last period in that being less focussed on the numbers
goals [i.e. kilogram weight loss] and bit more focussed
on individualising the care. (GP-SE)
That’s the main thing that I’m going to change in the
future, is just a more regular quick face-to-face inter-
action, so they feel accountable. (GP-P)
Additionally, some GPs reported that they had already
changed their practice with other patients who were not
engaged in the pilot trial. Some GPs reported feeling
more comfortable talking to other patients about
obesity, and applying some aspects of The Change
Programme to other patients.
I’m also taking a lot more waist circumferences now. And
I’m weighing people more. In general in my practice… I
used to be a little bit uncomfortable with it, and now I’m
more comfortable saying do you mind hopping on the
scale, let’s see what you weigh. Doing a waist circumfer-
ence … And then opening up the conversation…and
Figure 1 Survey results for general practitioners (GPs) pre and postpilot study relating to GP outcomes expectations for
managing adult patients with obesity. Dark red, a little confident; light red, not at all confident; light green, confident; dark green,
very confident. Black line indicates the median value.
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Figure 2 Survey results for general practitioners (GPs) pre and postpilot study relating to GP efficacy expectations in the
‘Assess’ and ‘Advise’ categories of the 5As framework. Light red, a little confident; dark red, not at all confident; light green,
confident; dark green, very confident. Black line indicates the median value.
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people are actually relieved and grateful when you do
that for them. And I guess before I thought they would
be more embarrassed or upset, when they’re not, that’s
what they want. They talk to me about it. (GP-SP)
DISCUSSION
We have shown an increase in GPs’ confidence and self-
efficacy by providing them with a structured toolkit for
the management of obesity. This increase was
Figure 3 Survey results for general practitioners (GPs) pre and postpilot study relating to GP efficacy expectations in the ‘Assist’
and ‘Arrange’ categories of the 5As framework. Light red, a little confident; dark red, not at all confident; light green, confident;
dark green, very confident. Black line indicates the median value.
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demonstrated in the results from the quantitative survey
as well as the qualitative interview data. In the interviews,
GPs identified the structure and support provided by
The Change Programme materials as the key reason that
they felt more confident after the pilot intervention.
This improved confidence is consistent with efficacy
expectations in SCT which describes a person’s belief
that their actions will be effective in leading to behav-
iour change. In this case, the GPs’ actions working with
a patient, resulting in the patient’s behaviour change.
The most encouraging result was the change in usual
clinical practice reported by the GPs in the interviews.
They reported using their skills from the pilot trial with
other patients outside the research setting. They were
more confident to ask and assess patients for obesity
management knowing they had skills to offer. This ‘per-
formance mastery’ experience for the GPs fits with SCT.
The GP has had a positive experience managing a
patient with obesity leading to increased GP ‘profes-
sional self-efficacy’ to assist patients to change their
behaviour. This has flowed into regular daily practice
with the GPs reporting increased ease in discussing
obesity and management options with patients who were
not part of the pilot study.
It is notable that the ‘Assist’ items (related to goal
setting, identifying barriers and using motivational inter-
viewing techniques) on the questionnaire showed the
greatest change in GP confidence. This is possibly due
to the structured approach provided by The Change
Programme that gave the GPs a new process for working
with patients. It has been found in other obesity inter-
vention studies in consultations that progress to the
‘Assist’ and ‘Arrange’ stages of the 5As framework are
associated with the greatest patient lifestyle change.16 30
The improvement in GP confidence seen with The
Change Programme leads to the GP feeling more com-
fortable initiating conversations and discussing manage-
ment. This is the initial, critical step on the path towards
facilitating actual patient behaviour change.31
Often interventions to improve GP care of patients
with obesity focus on encouraging GPs to ask their
patients for permission to talk about obesity.14 17 30 The
approach of our pilot intervention was somewhat differ-
ent where we supported GPs with the ‘Assist’ and
‘Arrange’ parts of the framework and in doing so, some
GPs found their increase in confidence led to them
talking to more of their patients about obesity. This
alternative approach may be more successful in empow-
ering GPs to speak to more patients about obesity as
they are confident and have self-efficacy for managing
patients with obesity.
The generalisability of these findings is limited by the
small sample of self-selecting GPs and it is likely these
GPs have a particular interest in obesity care. Further
work on the effectiveness of The Change Programme
should aim to recruit a broad range of GPs in different
styles of practices to ensure that the programme applies
to a variety of practitioners. The improvement in GP self-
efficacy and confidence seen in the quantitative survey
which was then supported by the qualitative data is a
strength of this study.
The Change Programme focuses obesity management
within the general practice setting. It is reliant on a
strong therapeutic relationship between a patient and
their GP. In some international primary care settings,
this approach is not in line with current trends of GP
care being delegated to other professionals or entirely
moved out of the GP care space.32 Our findings that GP
self-efficacy can be improved and their practice changed
using a structured approach to obesity management are
noteworthy, and the principles could be applied to suit
local settings. Further study is needed to determine the
cost-effectiveness of reducing fragmentation of care and
whether GPs can deliver improved outcomes over the
longer term for patients with obesity.
This study provides a unique insight into the possibil-
ity of changing GPs’ confidence and self-efficacy for
obesity management by providing them with a struc-
tured tool. By assisting them to achieve a ‘performance
mastery’ experience, the GPs’ confidence levels were
improved to a point where they offered more to their
patients outside the research setting. It is possible to
improve GPs’ confidence and self-efficacy for obesity
management using a structured management
programme.
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Chapter 7 
The 5As model in obesity management in primary care – do we need a more intricate model?  
Reference: Sturgiss E, van Weel C. The 5 As framework for obesity management Do we need a more 
intricate model? Canadian Family Physician 2017;63(7):506-08. 
The “5As model” has become the standard approach to behaviour change in primary care. First 
developed in the USA as an approach to smoking cessation, it has been transferred into obesity care 
and other health issues that require behaviour change. This paper is a conceptual discussion about 
suggested improvements to the model. Informed by the results of the feasibility trial, this paper 
suggests that the model would be improved by making person-centredness more prominent, and 
acknowledging the therapeutic role of a trusted relationship with a health practitioner. The adoption 
of this modified 5As approach would change the way research was conducted and analysed in 
obesity management, as well as altering the way behaviour change consultations are taught to 
trainees and medical students. 
The definition of person-centred care in this article was based on the 2011 Starfield paper on 
patient-centred versus person-focused care where I directly transferred the use of “person-focused” 
to mean person-centred.1 The academic literature does not contain further reference to person-
focused care since Starfield’s work. Person-centred care is more commonly used in health promotion 
literature and patient-centred care more often in medical models,2 but both are often used 
interchangeably. A more comprehensive definition of patient-centred care is given in the Cochrane 
systematic review in 2012 (Dwamena, et al)3, although it should be noted that this is a review of 
healthcare generally and not specific to primary care. The review recognises that there are varying 
definitions of the concept, and they defined patient-centred care by the presence of two factors: 
1. “healthcare providers share control of consultations, decisions about interventions or the 
management of the health problems with patients, and/or 
2. healthcare providers focus on the patient as a person, rather than solely on the disease, in 
consultations.”3 
The systematic review noted the heterogeneity in the interventions studied – most of the 
interventions were developed in the US.3 Overall, interventions successfully trained providers in 
patient-centred care skills, but had mixed effects on patient satisfaction and health behaviours. 
Interventions that were targeted at both providers and patients possibly have more consistent 
effects.3 
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Family doctors are often involved in assisting patients with behaviour change. The 5 As framework has become the universal approach to teaching and 
practising the art of encouraging behaviour change 
(Figure 1).1 It is championed for its simplicity and easy-
to-remember acronym. In Australia, it is applied within 
general practice in the prevention guidelines for smoking, 
nutrition, alcohol, and physical activity advice.2
The 5 As model originates from the US Department 
of Health and Human Services, where it was developed 
as a framework for encouraging smoking cessation.3 
The framework is informed by the transtheoretical 
model of behaviour change first proposed by Prochaska 
and DiClemente.4 Its strength is in taking the individ-
ual perceived need as the starting point, which makes 
it possible to direct the process of care toward the 
patient and his or her personal situation. Since being 
developed specifically for smoking cessation, the mod-
el’s approach has been transferred to obesity man-
agement.1,5 This model has served well as an initial 
descriptor of a process that occurs between a clini-
cian and patient for behaviour change. However, the 
5 As model could be further developed to reflect more 
explicitly the complexity of patient behaviour change in 
obesity management.
Further development of an existing approach
The linear, sequential 5 As model implies that assist-
ing patients in behaviour change is a streamlined and 
straightforward process; however, this misinforms both 
learners and experienced clinicians, as assisting behav-
iour change is perhaps the most complicated task that 
a clinician can undertake. It is not simple to help a per-
son identify changes he or she wants to make to his or 
her behaviour, and it is even more complex to deter-
mine appropriate goals for the person and how changes 
should be implemented. The current 5 As model does 
not explicitly acknowledge that some patients will not 
be ready to progress into the assessment phase and that 
this should be respected. A model that better reflects the 
complexities of behaviour change is needed.
The 5 As model has been a helpful approach in start-
ing to understand the process for behaviour change. 
However, the simplistic representation of the process 
has led some research and teaching to suggest that a 
stepwise progression through the 5 As for each patient 
is needed. Experts in the field are aware that this was 
not the intention of the developers of the model. But the 
representation of the model with the 5 As does not make 
this clear for the learner or non-expert in behaviour 
change. To further develop research and teaching in this 
area, we suggest the following changes to the represen-
tation of the 5 As model:
• using patient-centred language,
• taking a person-centred approach, and
• acknowledging the importance of a strong therapeutic
relationship.
Patient-centred language. The importance of patient-
centred language in clinical practice has been linked 
to patient satisfaction and better communication out-
comes.6 Overall, the 5 A verbs in the model are not col-
laborative or patient-centred—they describe processes 
that you “do to” someone rather than “do with” some-
one. When the 5 As in obesity care are particularized, 
the description is collaborative and reflective of moti-
vational interviewing processes.1 For example, the ask 
phase of the 5 As model might be better represented by 
seek permission. This clearly conveys the expectation of 
the initial phase of the process. The simple A verbs do 
not convey the importance of partnership in the process, 
and the model would be improved with the use of more 
collaborative verbs.
Person-centredness. Person-centredness is a con-
cept that was fully explained by Starfield in 2011.7 She 
described person-focused care as a unique concept that 
was different from patient-centred care. With person-
focused care,8,9 the care of a person takes place over 
time, with a focus on the whole person rather than 
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*In Canada, the United States, the United Kingdom, and Australia, the 5 As might 
represent slightly different verbs (eg, assist in Canada and the United States is 
arrange in Australia).
Figure 1. The 5 As framework*
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interrelated disease processes, and the person’s health 
beliefs, cultural values, and lived experiences become 
central to the management planning. A person’s exp-
erience of health care and his or her sense of well-being 
is the primary outcome of all care. Placing person- 
centredness at the core of a modified 5 As model high-
lights the importance of this approach when we are aiming 
to improve a person’s sense of his or her own health. 
This is principally important, as person-centredness has 
been related to positive health outcomes.10
Studies in primary health care that correlate consult-
ations with the 5 As process are described as success-
ful only if the practitioner discusses every stage of the 
5 As.11 Studies have repeatedly noted that practitioners 
most often ask and assess, but less frequently move to 
the advise, agree, and arrange or assist phases.12 This 
simplified view of the process does not recognize that 
for some patients, moving beyond the initial phases in a 
consultation is not appropriate. This view also overlooks 
that conversations about change do not need to occur 
in one consultation. Change over time is recognized 
in some research13 but not all, and is often overlooked 
when attempting to simplify the process when teach-
ing learners. If a patient does not wish to discuss obesity 
or there are other more pressing concerns, the prac-
titioner could be practising excellent, person-centred 
health care by not moving forward into further phases.
Therapeutic relationship. The therapeutic relationship 
between a practitioner and client has been well rec-
ognized in psychotherapy as a mediator for behaviour 
change.14 A strong therapeutic relationship is seen when 
there is mutual respect between the parties, an ability to 
collaborate on goal setting, and agreement on the best 
way to achieve the goals.15 There are increasing exam-
ples in the medical literature of a strong therapeutic rela-
tionship being associated with better patient outcomes.16 
The 5 As model could be improved with the recognition 
of the all-encompassing nature of a strong therapeutic 
alliance in assisting patients in behaviour change. The 
current model does not include this concept and gives 
the impression that anyone could ask, assess, advise, 
and arrange with the same success in patient behaviour 
change. This approach is unlikely to be true.17
The current 5 As framework is not reflective of con-
tinuity of care that is central to primary care. A strong 
therapeutic relationship bridges time in that it allows indi-
viduals to adapt to the challenges in their lives, recognize 
their priorities, and temporarily (or permanently) decline 
to pursue an intervention. Continuity of care is associ-
ated with improved uptake of preventive care such as life-
style interventions.18 A model that more closely reflects 
the strengths of primary care, using continuity of care and 
person-centredness, is likely to better reflect the needs of 
the individual rather than the constraints of a framework.
Proposed model
The 5 As model could be made circular to better align 
with the real complexities of patient behaviour change 
(Figure 2). The proposed model is encased in the thera-
peutic relationship recognizing the important strength 
this brings in patient behaviour change. Replacing 
A verbs with actions that are more collaborative and 
person-centred (eg, set goals) is aligned with current 
theories of patient-centred care and shared decision 
making. Explicitly outlining the good practice of desist-
ing in the process if a patient does not give permission 
is essential. Person-centredness is the centrepiece of 
the model, acknowledging the fundamental role of this 
value. By adding the follow-up phase, along with a view 
of the model over time (Figure 3), it is explicit that the 
journey with a patient through behaviour change occurs 
over time, at a pace that suits the patient’s needs.
Conclusion
Moving away from a linear, simplified model will bet-
ter recognize the truly complex nature of assisting 
patients in behaviour change. It is not necessarily a 
“failure” when a consultation does not progress through 
all 5 stages of the 5 As framework and this should be 
reflected in ongoing research in obesity care. By present-
ing the 5 As without reference to the patient’s context, it 
has at times, in research and teaching, been used as a 
simple “tick box” list. By connecting the 5 As to person- 
centredness, more justice is done to the underlying 
Figure 2. Proposed model for the management of 
obesity within each consultation
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strength of the transtheoretical model of behaviour 
change and the actions of the 5 As are explicitly con-
nected to the values of primary care. This modified 
model of the 5 As could be used to inform future obesity 
research and teaching on supporting patient behaviour 
change in primary care. 
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Chapter 8 
Therapeutic alliance and obesity management in primary care - a cross-sectional pilot using the 
Working Alliance Inventory  
Reference: Sturgiss EA, Sargent GM, Haesler E, Rieger E, Douglas K. Therapeutic alliance and obesity 
management in primary care - a cross-sectional pilot using the Working Alliance Inventory. Clinical 
Obesity 2016;6(6):376-79 doi: 10.1111/cob.12167. 
 
The therapeutic relationship is a construct that has been most widely studied in psychology. It is 
recognised that a strong relationship between a provider and patient contributes to the 
improvement in a patient’s wellbeing. An empirical review of the conceptualisation and 
measurement of therapeutic alliance in psychology found that the Working Alliance was associated 
with improved psychological outcomes.1 Further, the original paper by Bordin describing the 
Working Alliance specifically highlights that this concept is applicable to all relationships where one 
party is attempting to assist another. It was this call for the framework to be applied in other settings 
than psychology by the original author that made the theory attractive for general practice. As 
mentioned in the coming paper, it has been applied in some medical settings with promising results.    
Many measures of “doctor-patient relationship” focus solely on the trust and respect between the 
two parties. However, Bordin’s model from psychology emphasises the three specific factors that 
are needed for a strong therapeutic alliance: 
1. Bond  
2. Collaborative goal setting 
3. Agreement on the required tasks. 
Bordin’s model has been used to construct a quantitative measure called the Working Alliance 
Inventory (WAI) and it has been found to correlate with client outcomes in adult psychology. This 
paper describes the application of the WAI to patients and GPs in the feasibility trial of The Change 
Program.  
Reference 
1. Elvins R, Green J. The conceptualization and measurement of therapeutic alliance: An 
empirical review. Clinical Psychology Review 2008; 28(7): 1167-87. 
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Therapeutic alliance and obesity management
in primary care – a cross-sectional pilot using
the Working Alliance Inventory
E. A. Sturgiss1, G. M. Sargent2, E. Haesler1, E. Rieger3 and K. Douglas1
What is already known about this subject
• Primary health care has a role in the prevention of chronic diseases
associated with obesity.
• Primary health care is built on relationship-based care between practi-
tioners and patients.
• There is great variability in the effectiveness of evidence-based inter-
ventions for obesity when applied in primary health care.
What this study adds
• The Working Alliance Inventory (short revised version) can be used to
measure therapeutic alliance between practitioners and patients.
• The Working Alliance Inventory was related to appointment attendance
and some health outcomes in this cross-sectional pilot study.
• Applying therapeutic alliance theory to obesity interventions in primary
health care may predict patient outcomes.
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Summary
Therapeutic alliance is a well-recognized predictor of patient outcomes within psy-
chological therapy. It has not been applied to obesity interventions, and Bordin’s
theoretical framework shows particular relevance to the management of obesity in
primary health care. This cross-sectional study of a weight management pro-
gramme in general practice aimed to determine if therapeutic alliance was associ-
ated with patient outcomes. The Working Alliance Inventory short revised version
(WAI-SR) was administered to 23 patients and 11 general practitioners (GPs) at
the end of a 6-month weight management programme. Use of the WAI-SR indi-
cated that the strength of therapeutic alliance varied between different patient–GP
relationships in this pilot intervention. A robust therapeutic alliance was strongly
associated with patient engagement in the weight management programme indi-
cated by number of appointments. It was also associated with some general health
and quality of life outcomes. These are promising results that require confirmation
with larger studies in primary health care. The measurement of therapeutic alli-
ance using the WAI-SR may predict patient attendance and outcomes in obesity
interventions in primary healthcare settings.
Keywords: Obesity, primary care, professional–patient relations, physician–
patient relations.
Introduction
Currently, we cannot explain why evidence-based interven-
tions in primary health care succeed in achieving clinically
significant outcomes for some patients with obesity but not
others. The importance of the physician–patient relation-
ship has been recognized since the time of Hippocrates and
continues to be honoured in the modern Hippocratic Oath:
‘I will remember that there is art to medicine as well as
science, and that warmth, sympathy, and understanding
may outweigh the surgeon’s knife or the chemist’s drug’
(1). The strength of the relationship between a healthcare
practitioner and patient may be an important predictor
of the effectiveness of obesity management in primary
health care.
The relationship between a healthcare practitioner and
patient has been conceptualized through the therapeutic
© 2016 World Obesity Federation Clinical Obesity
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alliance framework. Therapeutic alliance has been recog-
nized as an important mediator of behaviour change in
psychotherapy (2). It is thought to lead to behaviour
change partly by facilitating the patient’s full participation
in therapy, with trust in the healthcare practitioner,
enabling the patient to embrace the proposed treatment
(3). Therapeutic alliance can be responsible for 8% varia-
tion in the outcome of psychotherapy (4), which is more
than has been attributed to any specific form of
psychotherapy.
In 1979, Bordin published on what he termed ‘working
alliance’, describing the fundamental characteristics of the
therapeutic alliance (5). He maintained that the therapeutic
alliance is applicable to any relationship between a ‘change
seeker’ and a ‘change agent’ (5). He described the therapeu-
tic alliance ‘as including three features: an agreement on
goals, an assignment of task or a series of tasks, and the
development of bonds’ ( (5), p. 253). Thus, Bordin’s theory
of the therapeutic alliance encompasses proposed treatment
(i.e., goals and tasks) and the environment in which it is
delivered (i.e., bonds) within one unifying framework.
Bordin’s tripartite conceptualization of the therapeutic
alliance is consistent with best practice for obesity manage-
ment in primary health care (6):
1. Goals — target outcomes that are mutually agreed,
realistic, achievable and have a specified duration. These
principles of goal setting are already applied in primary
health care, including chronic disease management and pre-
vention (7).
2. Tasks — a series of specific steps that the healthcare
practitioner and/or patient need to undertake in working
towards achieving the agreed-upon goals (6).
3. Bond — an unconditional positive regard for the
patient is a well-recognized component of a strong thera-
peutic alliance (8). A trusted primary healthcare practi-
tioner who engages in ongoing, individualized care (9) is
ideally situated for the long-term nature of obesity
management.
A comparable effect may be expected in primary health
care, where healthcare practitioners are helping patients
with obesity to change their lifestyle behaviours. Yet a liter-
ature search using key search terms (obesity, therapeutic
relationship/alliance, primary care, general/family practice)
in medical and psychological databases (PubMed,
CINAHL, PsycINFO) has not identified any obesity
research conducted to date investigating the role of thera-
peutic alliance for primary healthcare outcomes in patients
with obesity. Therapeutic alliance is of particular relevance
to the primary healthcare setting as patients are more likely
to have existing relationships with practitioners that can be
harnessed to support behaviour change.
While it has not been evaluated in the obesity context,
the therapeutic relationship as described by Bordin has
been measured in two other medical settings. It was meas-
ured in patients attending a Canadian primary care service
using a patient-centred care framework, with a strong alli-
ance found to predict patient satisfaction, enablement and
intent to adhere to therapy (10). It was also measured in
American patients with chronic illness and found to corre-
late with patient satisfaction and intention to adhere to
treatment (11). The alliance has not been correlated with
patient health outcomes.
One of the tools for measuring the therapeutic alliance is
the Working Alliance Inventory (WAI), which has been
validated for psychotherapy outcomes in adults. It was
developed to measure the three facets of the therapeutic
alliance described by Bordin, and the original inventory
consists of 36 questions answered by the practitioner,
patient and an external observer (12). A revised short ver-
sion (WAI-SR) has also been tested for reliability and valid-
ity (13). The aim of this study is to determine if the WAI-
SR is related to patient outcomes in a pilot study of a
weight management programme in general practice.
Materials and methods
This cross-sectional study was completed by participants in
a 6-month pilot implementation trial of a weight manage-
ment programme in Australian general practice (14,15).
This programme supported general practitioners (GPs) to
work in a structured format using a patient workbook and
GP handbook with their patients with obesity. Consulta-
tions were bi-monthly for the first 3 months and reduced to
every 4–6 weeks depending on the patient’s needs. The eth-
ical aspects of this study were approved by the Australian
National University Human Ethics Research Committee.
Self-selecting GPs were asked to recruit two of their
patients who had attended the practice at least three times
in past 2 years. Patients were eligible if they were over the
age of 18, had a body mass index (BMI) between 25 and
40 kg m2, had no uncontrolled medical or mental health
condition, had at least an intermediate lifetime risk of dia-
betes as measured by Australian Diabetes Risk Score and
had no plans for bariatric surgery or anti-obesity medica-
tions. Across five general practices, 23 patients and 11 GPs
participated in the study.
After 6 months of participating in the programme, both
patients and their GPs completed the WAI-SR. The WAI-
SR uses a five-point Likert scale to rate questions, which
are then added to give an overall score. In addition, overall
functional health status was measured by GPs using the
World Organization of General Practice/Family Physicians
functional status charts (WONCA/COOP scale) (16), and
quality of life was measured by patients through the Impact
of Weight on Quality of Life-Lite (IWQOL-Lite) (17).
WONCA uses a five-point Likert scale, and IWQOL uses a
Clinical Obesity © 2016 World Obesity Federation
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percentage score, with a higher score indicative of greater
health or less impact of obesity on quality of life.
Using Pearson correlation coefficients, mean GP and
patient WAI-SR scores were correlated with the following
outcome measures: number of appointments, percentage
weight loss from baseline to 6 months, functional status
and quality of life measures.
Results
The baseline characteristics of the patients and GPs
involved are shown in Table 1. As shown in Tables 2 and
3, respectively, both the GP and patient WAI-SR scores
were correlated with the number of appointments attended
by the patient. The GP WAI-SR scores were also signifi-
cantly correlated with the emotional and social scores on
the overall functional scale with moderate effect size (see
Table 2). The patient WAI-SR scores were significantly cor-
related with the patient’s ability to carry out usual daily
activities as measured by the WONCA, as well as physical
function and self-esteem scores on the IWQOL-Lite (see
Table 3).
There were a number of outcomes that were negligibly
related to the WAI-SR for GPs (ability to carry out usual
activities, physical activity, wellness in past 2 weeks, work-
related and public distress) and patients (physical activity,
work-related and public distress) (18). There were fewer
items of negligible correlation in the patient measures com-
pared to GP measures.
Discussion
This is the first study to use the WAI-SR to measure the
strength of the therapeutic alliance in the management
of obesity in primary care. Both the patients’ and GPs’
WAI-SR scores indicated that the strength of the therapeu-
tic alliance was positively associated with the number of
appointments attended. This finding is noteworthy given
that one of the greatest challenges in weight management
Table 1 Baseline characteristics of the patients and general practitioners
Variable Results
Patients
Gender Female = 20
Male = 3
Age (years) <45 years = 8
45–54 years = 9
55–64 years = 6
Previous weight loss attempts Yes = 17
No = 1
Not recorded = 5
Weight (kg) M = 100.2 (median = 97.8)
SD = 12.1 (range = 78.2–134.1)
Body Mass Index (kg m−2) M = 35.7 (median = 35.1)
SD = 3.3 (range = 29.2–42.9)
Waist circumference (cm) M = 108.5 (median = 108)
SD = 8.4 (range = 90–132)
General practitioners
Gender Female = 8
Male = 3
Experience (years) M = 12 years
SD = 8.1 (range = 4–30)
M, mean; SD, standard deviation.
Table 2 Correlations between the Working Alliance Inventory (short
revised) by general practitioners and outcome measures at 6 months
Outcome measure Pearson
correlation
P-value
(2-tailed)
% change in weight from baseline (n = 22) 0.323 0.142
Total number of appointments (n = 23) 0.538 0.008 *
WONCA – general health (n = 15) 0.322 0.242
WONCA – usual activities (n = 15) 0.283 0.307
WONCA – physical activity (n = 15) 0.246 0.376
WONCA – emotional (n = 15) 0.663 0.007*
WONCA – social (n = 15) 0.546 0.035*
WONCA – overall well-being in past
2 weeks (n = 15)
0.197 0.482
QOL – physical function (n = 15) 0.438 0.103
QOL – self-esteem (n = 15) 0.397 0.143
QOL – public distress (n = 15) −0.182 0.516
QOL – work-related (n = 15) −0.220 0.432
WONCA, World Organization of General Practice/Family Physicians
functional status charts; QOL, Impact of Weight on Quality of Life-Lite;
WAI-SR, Working Alliance Inventory, short revised; GP, general
practitioner; n, number of participants (GP and patient dyads).
Table 3 Correlations between the Working Alliance Inventory (short
revised) by patients and outcome measures at 6 months
Outcome measure
Pearson
correlation
P-value
(2-tailed)
% change in weight from baseline (n = 19) 0.414 0.078
Total number of appointments (n = 19) 0.783 <0.001*
WONCA – general health (n = 15) 0.484 0.068
WONCA – usual activities (n = 15) 0.623 0.013*
WONCA – physical activity (n = 15) 0.034 0.903
WONCA – emotional (n = 15) 0.487 0.066
WONCA – social (n = 15) 0.314 0.255
WONCA – overall well-being in past 2 weeks
(n = 15)
0.325 0.238
QOL – physical function (n = 15) 0.570 0.027*
QOL – self-esteem (n = 15) 0.628 0.012*
QOL – public distress (n = 15) 0.011 0.970
QOL – work-related (n = 15) −0.094 0.738
WONCA, World Organization of General Practice/Family Physicians
functional status charts; QOL, Impact of Weight on Quality of Life-Lite;
WAI-SR, Working Alliance Inventory, short revised; n, number of
participants (GP and patient dyads).
© 2016 World Obesity Federation Clinical Obesity
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programmes is the engagement and retention of patients,
with dropout rates of approximately 50% being common
(19,20). The current finding suggests that the therapeutic
alliance is a potential mediating factor in dropout rates that
has not been previously identified (21).
The present study found that the strength of the thera-
peutic alliance was also associated with a range of outcome
measures, including the ability to carry out usual activities,
emotional well-being and self-esteem. Other general health
and quality of life measures were somewhat correlated,
with the small sample size limiting interpretation. These
promising results regarding relationships between the
WAI-SR and obesity health outcomes require further evalu-
ation in larger studies.
As a pilot project, this study is limited by the sample size.
We have chosen to publish these promising findings in the
hope that other researchers will apply the WAI-SR in their
own trials. Future applications of the WAI-SR would be
best undertaken longitudinally to assess relationships
between therapeutic alliance and outcomes over time.
Indexing a broader range of outcome measures, such as
reductions in metabolic risk factors, would also be
beneficial.
These preliminary findings highlight the therapeutic alli-
ance as an unexplored, but potentially noteworthy, con-
struct in understanding the variability in outcomes for
patients with obesity in primary healthcare settings. Should
further research confirm this important finding, the
strengthening of the practitioner–patient therapeutic alli-
ance will be a means for enhancing obesity-related out-
comes in primary health care.
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Chapter 9 
Conclusion and future directions 
  
Summary of the results 
This doctoral work was prompted by a question from a patient – “how can you, as my GP, help me 
manage my weight?” Research began with a scoping review that identified a mismatch in the 
literature between how GPs are involved in primary care interventions, the role ascribed to them by 
clinical overviews, and their stated role in international guidelines (Chapter 2a). A narrative review 
was used to summarise the role of the GP, in particular their expertise in generalism, and match this 
to the skills needed for weight management (Chapter 2b). A gap was identified in resources available 
to GPs and their patients for weight management and this prompted the development of The 
Change Program. 
The development of The Change Program was guided by the UK’s Medical Research Council (MRC) 
Guidelines for the development of complex interventions.1 An initial draft was created after 
synthesising relevant guidelines for Australian general practice. Then, applying the Knowledge To 
Action framework, stakeholders were engaged to review and amend the drafted GP handbook and 
patient workbook (Chapter 4). Finally, The Change Program was used in a feasibility study in five 
general practices, including one rural practice, and involved 12 GPs and 23 patients (Chapter 5). This 
initial phase of testing of The Change Program proved that the approach was acceptable to both GPs 
and patients, and that it was feasible within the general practice setting.  
There were a number of factors that were identified as important to the workings of The Change 
Program. The therapeutic relationship between the patient and their GP was a positive influence, 
particularly in engaging and retaining patients in the six-month feasibility trial (Chapter 8). There was 
also a “ripple” effect for both the GPs and patients who participated in the trial. Patients identified 
changes in people in their close social networks, such as spouses and other family members. General 
practitioners identified changes in the way they managed other patients with obesity in their daily 
practice, and acknowledged that their participation in the trial changed their approach to obesity 
management (Chapter 6).  
Notably, we also identified an improvement in the GPs’ confidence and self-efficacy in managing 
obesity (Chapter 6). Relating Bandura’s social cognitive theory, the GPs experienced “performance 
mastery” which refers to the phenomenon of having a positive, personal involvement with a new 
task.2 Performance mastery has been identified as the strongest predictor of sustained self-efficacy.2 
112
 
 
 
This finding is positive for ongoing research that results in sustained improvements in weight 
management in general practice. 
Following the findings of this doctoral work, modifications to the 5As framework for behaviour 
change were suggested (Chapter 7). This modified model highlights the centrality of person-
centredness to behaviour change work, the need for an encompassing therapeutic alliance, and 
recognition that this work occurs over time and not within one consultation. This modified model 
better reflects the complexity of assisting patients with behaviour change and could be applied in 
both teaching and research settings. 
 
Strengths and limitations of this work 
This doctoral work was based on a clinically driven question about a problem faced in everyday 
general practice. Research questions that are of importance to stakeholders, including clinicians, are 
more likely to lead to changes that are disseminated and embedded into clinical practice.3 The 
involvement of both patients and GPs from the conception of this work is in line with best practice 
for stakeholder engagement in research practices. 
By using concurrent mixed methods as the approach to the feasibility study,4 we were able to 
deepen our understanding of how and why The Change Program might be effective. Concurrent 
mixed methods allow research questions to be asked that are not possible to answer with either 
quantitative or qualitative data alone.4 Additionally, we were able to triangulate qualitative and 
quantitative data using the Normalisation Process Theory alongside the new quantitative NoMAD 
tool.5 Mixed method designs in primary care allow for a better understanding of how and why 
processes might work. 
Limitations of the feasibility trial include the small sample of self-selecting GPs. It is possible that 
they were not representative of the usual GP. Furthermore, it was clear from the NPT data that 
implementation would have been better if we had recruited whole general practices, rather than 
individual GPs. This would have allowed for practices to access their usual teamwork practices such 
as administration procedures and possibly nursing support.  
Finally, weight loss is considered to be the marker of success in obesity management trials. When 
thinking about a future effectiveness trial, weight loss as a primary outcome may need to be 
reviewed in light of recent literature on the definition of obesity as excessive body fat plus an 
impairment in health.6 In a recent analysis paper, I worked with international colleagues to explore 
the assumptions that we make about obesity when weight loss alone is used as primary outcome 
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measure.7 In this analysis paper we suggested that quality of life, metabolic outcomes, and patient 
experience would provide more holistic measures of outcomes in obesity trials.7 The specific 
outcome measures could be informed by literature from patient-centred care. The therapeutic 
relationship is recognised as an essential component of patient-centred care and outcomes 
measures have been used to assess the consultation process, patient satisfaction, adherence to 
treatment, and patient health outcomes.8  
Key contributions 
1. Development of The Change Program 
The doctoral work has resulted in the development of The Change Program that is based on best 
available evidence for the Australian general practice setting, and was informed by the UK’s MRC 
guideline for the development of complex interventions.1 A feasibility trial determined that the 
weight management resource was acceptable to patients and GPs, and that it was feasible to 
deliver within general practice.9 
2. Demonstration of improving GP self-efficacy through performance mastery 
Social cognitive theory suggests that programs based solely on the education of GPs are likely to 
be less successful than those that provide a practical, hands-on approach. Findings from the 
feasibility study of The Change Program, informed by Bandura’s social cognitive theory, suggests 
approaches are needed that are based on practical application of tasks, rather than simple 
education or didactic lectures. This doctoral work is further evidence that a more pragmatic 
approach to practice change is needed, particularly with the provision of resources that can be 
incorporated in daily practice.10 
3. Therapeutic alliance measurement in general practice 
The strength of the therapeutic alliance was trending towards association with patient outcomes 
in the feasibility trial.11 Typically, therapeutic alliance and similar concepts are only compared to 
patients’ intention to change or patient satisfaction. Demonstrating a possible correlation 
between therapeutic alliance and patient outcomes is new territory that should be further 
investigated.  
 
To conclude this doctoral work, there are two further points to discuss: 
1. Now that it has been found to be feasible, what is the best trial design to investigate the 
effectiveness of The Change Program? 
2. How can the therapeutic alliance be further investigated for use in general practice 
research? 
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What is the best trial design to investigate the effectiveness of The Change Program? 
Through the feasibility trial, this doctoral work has shown that is possible for The Change Program to 
work in general practice. Before wider implementation can be considered, as per the UK MRC’s 
guideline, testing the effectiveness is required.1 This step needs careful consideration of the context 
as primary care patients are heterogeneous with multiple health problems,12 and general practices 
are variable in staffing and infrastructure resources. Recruitment can also be problematic, with time 
constraints for clinicians, and reluctance to be part of a control arm, leading to low recruitment and 
high withdrawal rates from primary care trials.13 Being aware of the unique features of different trial 
designs and how these are affected by the context of general practice leads to stronger clinical trials 
with more robust interpretation of findings. 
Commonly in primary care trials, practices and clinicians are recruited first, and then the clinicians 
are asked to assist with recruitment of patients. In a Dutch study on elderly care in the community, 
clinicians were highly attracted to the intervention arm rather than the control arm.14 It is likely 
clinicians would feel disappointed if they were randomised to a control group and this could make 
patient recruitment more difficult14 and this finding has implications for considering trial design in 
primary care. 
To test the effectiveness of The Change Program a trial based on the principles of the randomised 
controlled trial remains the most widely accepted and convincing method. A number of trial designs 
have been considered and the following is a summary of the benefits and drawbacks of each. 
1. Cluster Randomised Controlled Trial 
Cluster randomised controlled trials (RCTs) were developed to test interventions where individual 
randomisation is not possible.15 When clinicians are involved in the delivery of an intervention, it is 
often impossible to have them involved equally in both the control arm and the intervention arm. 
This is because contamination occurs between the two groups making it impossible to test 
effectiveness appropriately. Practices are thus randomised to be either a “control practice” or an 
“intervention practice”, rather than individual patients being randomised. And so clustering of 
practices is used to avoid contamination (Figure 1). It can be challenging to recruit practices and 
clinicians to this design as mostly people (both clinicians and patients) are reluctant to be 
randomised to the control setting. Assuring clinicians that they will have access to the intervention 
after the trial may help overcome this reluctance.  
Concealment is the blinding of participants between recruitment and randomisation and this can be 
challenging in a cluster RCT.16 If clinicians are aware of which trial arm they are recruiting for, and 
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they are directly involved in recruitment, this can influence the type of patients that they offer the 
program to.17 This can lead to a significant difference in the baseline characteristics of patients 
making interpretation of results difficult, or impossible. Concealment in a cluster RCT can be 
achieved by either recruiting all patients before randomisation of the practices to clusters, or 
removing the recruitment of patients from the clinicians to a central recruitment strategy. The 
Change Program would be difficult to fit into either of these two options. This is because patients 
would have to wait for extended periods while all patients across all practices were recruited, or if a 
central recruitment process was used this could potentially reduce the therapeutic relationship 
context which was found to be important in the feasibility trial. 
 
C
lu
st
er
s 
o
f 
th
re
e 
p
ra
ct
ic
es
 
Practice A 
Practice B 
Practice C 
     
Practice D 
Practice E 
Practice F 
     
Practice G 
Practice H 
Practice I 
     
Practice J 
Practice K 
Practice L 
     
      0     1     2                        3                       4                    
Time (months) 
Figure 1 – Design of a cluster randomised controlled trial with three practices in each cluster. Patients are 
recruited at time zero and remain in either the intervention or control group 
 
2. Cohort Stepped Wedge Randomised Controlled Trial 
In a stepped wedge randomised controlled trial (RCT) practices are allocated to clusters which are 
then randomised to receive the intervention at a specific time point (Figure 2). In the cohort stepped 
wedge RCT, all patients are recruited at time zero as a “control patient”. The patient then switches 
to the “intervention arm” at the specified time point for the cluster. Similar to a traditional cluster 
RCT, this design is useful for interventions where providers are involved in the delivery of the 
intervention making individual patient randomisation impossible.18 It is also a helpful design for 
interventions that are going to be implemented widely, but a strong evaluation of the 
implementation is warranted.  
Patients in intervention arm 
Patients in control arm 
Ongoing 
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A strength of the cohort stepped wedge design over the cluster RCT (Figure 1) is that all patients will 
eventually receive the intervention and this may help with recruitment.18 The sample size required 
for this trial design is very large, and if there is large variation in the primary outcome measure 
between patients, an even larger sample size is required. In addition, the time length of each step 
must be long enough for there to be an expected difference in the primary outcome measure. For 
example, this would mean a minimum step length of 3 months for The Change Program to see a 
change in the weight of the participants in the intervention arm. 
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Figure 2 – Design of a cohort stepped wedge randomised controlled trial with three practices in each cluster. 
Patients are recruited at time zero and change from control to intervention over the study. 
 
 
 
 
 
 
3. Stepped Wedge Cluster Randomised Controlled Trial 
The stepped wedge cluster RCT is very similar to the cohort stepped wedge cluster RCT (Figure 2), 
with the main difference being that patients must be recruited at every step of the study (Figure 3). 
This means that at each step, there are patients in both the control and intervention conditions 
within each practice. This needs a smaller sample size than the cohort stepped wedge RCT. It has the 
Patients switch to the 
intervention conditions 
Patients start under 
control conditions 
Ongoing 
117
 
 
 
problems associated with individual randomisation – there will be contamination between control 
and intervention patients when the clinicians in each practice are delivering both arms of the trial at 
the same time.  
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Figure 3 – Design of a stepped wedge randomised controlled trial with three practices in each cluster. Patients 
recruited in each month of the study to either control or intervention conditions. Over the course of the trial, 
practices will have patients in both control and intervention conditions. 
 
 
4. Pseudo-cluster Randomised Controlled Trial 
This trial design was developed in the Netherlands to address some of the limitations of the cluster 
RCT (Figure 1).19 In this design, general practices are randomised to different ratios of intervention to 
control conditions. For example, practices are randomised to deliver the intervention condition to 
80% of the recruited patients and the control condition to 20% of the recruited patients (80/20) or 
vice versa (Figure 4). The clinician is not aware of the ratio of intervention to control, and they are 
not told that it is not 1:1. Clinicians recruit the patient to the trial and then randomisation of the 
patient is done centrally. This design helps to alleviate the issue with clinicians being reluctant to be 
Ongoing 
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a control practice as all practices will have an opportunity to use the intervention during the trial. It 
also stops the issue of loss of concealment as randomisation of the patient is done centrally, and the 
clinicians are not aware of what ratio of control to intervention they have been allocated.19  
This method can only be used with a complex intervention that has enough parts that can be 
quarantined to intervention patients only, to minimise contamination. The Change Program 
probably meets these conditions if the patient workbook is only available to intervention patients. 
There is some contamination between control and intervention patients in this trial design, but it is 
minimised compared to the cluster RCT (Figure 1) due to the allocation ratio. It is also possible to 
take the contamination into account statistically during the analysis.19 
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Figure 4 – Design of a pseudo-cluster randomised controlled trial with three practices in each cluster. Patients 
are recruited at time zero and remain in either control or intervention conditions throughout the trial. 
  
5. Interrupted time series design 
An interrupted time series is an observational study design that is most commonly used in public 
health interventions.20 All patients within a practice commence in the control condition and many 
measurements of the primary outcome are taken over a defined time period. The patient is then 
moved into the intervention condition and further measurements of the primary outcome are taken. 
This results in a comparison of the outcome measure over time, showing the effect on the outcome 
measure when the intervention is started and then followed over time.  
As it is an observational design, it is more difficult to argue that a causal link exists between an 
intervention and an outcome. This can be somewhat helped by randomising when each practice 
starts the intervention with patients. Additionally, even though the patient is held in the control 
Patients 20% intervention/80% control 
Patients 80% intervention/20% control 
Ongoing 
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condition, the clinician knows that the intervention will be applied at some point and this may 
interfere with the control condition. It is also only possible to compare patients within a practice 
with this trial design, and not between different practices. 
 
 
 
 
 
Figure 5 – Design of an interrupted time series. Patients are recruited at time zero and measurements are 
taken before and after the intervention is implemented in the practice. 
 
 
In conclusion, there are benefits and drawbacks to each type of clinical trial design in general 
practice. Considering the above points, the pseudo-cluster RCT (Figure 4) is the most appropriate 
design for an effectiveness trial of The Change Program. 
 
How can the therapeutic alliance be further investigated for use in general practice research? 
A strong therapeutic alliance, as measured by the Working Alliance Inventory (WAI), was related to 
patient engagement in the feasibility trial (Chapter 8). It is known that many obesity interventions do 
not translate into the clinical setting due to difficulties with uptake and high participant drop out.21 
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The therapeutic alliance may be a modifiable factor affecting the delivery and effectiveness of 
obesity interventions. 
The findings from this doctoral work have now been extended to adapt the WAI specifically for 
Australian general practice. A small pilot has been funded through a competitive grant process of the 
Royal Australian College of General Practitioners for a three phase adaption of the tool. Early 
engagement with GPs and patients has been positive and the adapted version will be trialled in the 
clinical setting to assess its concurrent validity with markers of shared decision making and depth of 
doctor-patient relationship. It is hoped that this theoretically based measure of therapeutic alliance 
will be aligned with patient outcomes and provide a way to measure and compare the alliance in a 
research setting. The therapeutic alliance may be a missing link when evaluating the effectiveness of 
interventions in primary care. 
 
Conclusion 
Australian GPs are an under-utilised resource for the management of obesity in primary care. A 
structured weight management resource can improve GP confidence and self-efficacy in obesity 
management. Changing the current under-management of obesity in general practice will require 
more than didactic teaching, educational sessions, and guidelines. The performance mastery 
experience that was demonstrated in the feasibility trial of The Change Program may be a way to 
sustained improvement in weight management in general practice. The therapeutic alliance 
between a patient and their GP was related to patient engagement in the feasibility trial and the 
alliance is a currently unexamined part of weight management. General practitioners are expert 
generalists who can provide ongoing, holistic management for obesity. Weight management can be 
delivered by GPs when they are provided with the appropriate practical resources within a 
supportive system. 
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